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OISON IVY 


The treatment of poison ivy (rhus dermatitis) was entirely 
symptomatic and most unsatisfactory until the active antigen for 
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specific treatment was produced. 

Relief in a few hours and complete cure in a few days may be 
expected from Rhus Tox Antigen for poison ivy, Rhus Venenata 
Antigen for poison oak 

The Antigens are prepared under U. S. Gov. License 102 and 
accepted by The Council on Pharmacy and Chemistry of The 
A. M. A. Reprint from articles in Jour. A. M. A., Med. Jour. 
and Rec., Arch. of Dermatology sent on request. 

Poison Ivy Antigens are readily absorbed, are free from oil 
base, are stable and retain their potency for years. In packages 
containing 4 -c. ampul-vials—physician’s price $3.50. Two 


1 cc. syringes, 


We offer the above Special Outfit, for diagnosis and treatment 
of Fall Hay Fever, containing two diagnostic tests, 1 ampul-vial 


each of Series “AA” “A” and “B” Ragweed Antigen; 25 cc. 
ampul-vial of Sterile Salt Solution, for dilution of antigen if 
needed; 25 cc. ampul-vial of Epinephrin 1-1000, to control local 
or systemic reactions. 


Ragweed Antigen Cutfit complete, $10.00 
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Better Obstetrics 





® George L. Brodhead, M.D., Director of Obstetrics, Knicker- 
bocker Hospital, New York, N. Y. 


conclusions and recommendations of the Re- 
port on Maternal Mortality published in 1933 
by the New York Academy of Medicine. 


EDUCATION OF THE PUBLIC 


A prospective mother must have instruction in 
the necessity of prenatal care. She must be taught 
that prenatal care does not mean merely registra- 
tion for confinement, but that it is imperative that 
care begin as early as pregnancy is suspected. One 
visit at which no abnormalities are discovered is no 
guarantee for continuing good health, and regular 
return visits for observation are vital, if the patient 
is to receive the best possible care. Women must 
be taught that previous normal pregnancies and 
deliveries do not necessarily assure subsequent 
normal births, and that proper prenatal care offers 
the greatest assurance of an uneventful confinement. 
The patient must have knowledge of the purpose 
of such care and what she may expect from her 
attendant as the minimum requirement of proper 
prenatal supervision. She should know that urin- 
alyses, blood pressure determinations and the 
measurement of the pelvis must not be omitted. 
She must be informed of the possible gravity of 
symptoms that seem to her mild, and of the fact 
that early treatment is prerequisite to the preven- 
tion of later trouble. The medical profession 
should inform the lay public that operative delivery 
undertaken merely to alleviate pain, or shorten 
labor, involves increased risk for mother and baby. 
The report emphasizes the relative safety of de- 
livery at home and states that women who can not 
afford adequate hospital care should be induced to 
avail themselves of the services of a qualified mid- 
wife, under the supervision of a physician. On this 
point, however, there is a decided difference of 
opinion. Whether the patient shall engage a mid- 
wife, or a qualified physician, is debatable. The out- 
standing members of the profession in every com- 
munity must actively interest themselves in the edu- 
cation of the public, using the press and the radio 
to broaden the sphere of their activities. 


ET us first consider and discuss some of the 


Part of am address before the Queens County Medical Society, 
Forest Hilla NY. May 29, 1934- ie penny Sneed 4 
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Mepicat EpucaTion 

The need for better obstetrical training in our 
medical schools is universally recognized. This 
must be corrected! The student must be informed 
that his medical school training does not qualify him 
to practice as a specialist in obstetrics, but merely 
teaches him how to conduct a normal labor and to 
recognize and evaluate abnormalities requiring the 
services of a specially qualified obstetrician. 

Adair, a member of the Committee on Prenatal 
and Maternal care (Am. Journal of Obst., June, 
1931), states that many physicians have received 
no more than undergraduate training. The major- 
ity of states and schools do not require an intern 
year. It is evident that most undergraduates do 
not receive sufficient practical training in obstetrics. 

Findley (Am. Journal of Obst., June, 1931), in 
speaking of undergraduate training, gives the fol- 
lowing among the many recommendations of his 
Committee: 

1. Better correlation of the teaching of the basic 
sciences with the teaching of obstetrics and gynecol- 
ogy. 
2. A rotating internship of one year, embracing 
a Satisfactory maternity service, should be required 
for licensure to practice medicine. He also rec- 
ommends that an effort be made to secure such leg- 
islation in every state. 

3. More and better obstetrical clinics are nec- 
essary, and more adequate facilities. 

4. The development of plans whereby more of 
the obstetrical cases in hospitals not now used for 
teaching may be made available for that purpose. 

The New York Academy of Medicine report 
states that it might be advisable to set up a legal 
bar to prevent any physician, not duly qualified, 
from doing operations in obstetrics. The physician 
must recognize the danger to his patient of under- 
taking obstetric operations, unless he is properly 
qualified in technique and by experience. Indica- 
tions must be re-studied and no operation per- 
formed without adequate indications. The cesarean 
operation is undoubtedly subject to abuse. The in- 
dications require careful examination and limita- 
tions and the operation is rightly within the prov- 
ince of only the skilled specialist. It necessarily fol- 
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lows that facilities for postgraduate study must be 
made available. These facilities are strikingiy lack- 
ing today. The graduate student who wishes to 
perfect his technique meets with the greatest dif- 
ficulty in finding an opportunity. There should be 
more intern appointments, and medical schools and 
maternity hospitals must offer courses to the gradu- 
ate student. 

During the summer months, from June 1 to Sep- 
tember 30, a large quantity of clinical material in 
our hospitals is utilized for comparatively few men. 
Why, we may ask, is it impossible to give under- 
graduate and post-graduate students summer cours- 
es, during which each student could confine a cer- 
tain number of normal cases and even a few of the 
abnormal ones? Again, there are large services in 
our municipal hospitals which are not utilized by 
students at any time of the year.* Hundreds of 
normal deliveries now done by interns could be 
delegated to students, who would appreciate the 
work far more than the intern usually does. Too 
much attention in our medical colleges is given to 
surgery, for example, to the detriment of the stu- 
dents’ training in obstetrics. After graduation from 
medical college the young general practitioner will 
probably have many maternity cases and very little 
major surgery, and yet, with insufficient training, he 
undertakes obstetrical work far beyond his ability 
to care for properly. These conditions can be ma- 
terially improved. 

The necessity for much needed improvement in 
our medical schools has borne fruit. We may con- 
sider with pride the medical course at the Cornell 
Medical Center. 236 hours are devoted to obstet- 
rics in the third year, and 472 hours in the last (or 
fourth) year, making a total of 708 hours, against 
614 hours of surgery and 748 hours of medicine. 
There are each month about 240 indoor deliveries, 
and about 100 in the outdoor Berwind Clinic. Each 
senior student serves for one month on maternity 
work, indoors and outdoors, and for two weeks in 
antepartum or prenatal clinics. Each senior student 
personally delivers about 20 women in the hospital 
and 20 in the home—about 40 in all. In addition, 
each student actually assists in the delivery of be- 
tween 50-65 other cases. This is splendid training 
and serves well as an ideal example of what can be 
done in training students in obstetrics. 

Our city hospitals are overcrowded and unable 
to care for patients adequately. Would it not be 
possible to divide the city into districts, one district 
for each medical center, and to have women con- 
fined at home by younger men in general practice, 
small fees to be paid by the patient, or, preferably, 
by the city of New York? There are many men 
who would welcome a small salary for such work 
and, if an emergency should arise, the patient could 
then be admitted to the hospital for operation. In 
this way many patients could be confined at home 
by medical men under the direct supervision of the 
medical center. A plan such as this would give 
younger medical men a supervised obstetrical serv- 
ice and in addition a small salary. 





* During the past summer (1934) the Cornell Medical School 
offered summer courses to post-graduate students and it is hoped 
other schools will follow this excellent example. 
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At the present time too much maternity material 
is not used for the proper education of physicians, 
and more training could be given men who need 
the experience and should be able to obtain it. It 
is a great reflection on the City of New York that 
postgraduate courses in obstetrics are very difficult 
to obtain. Why could not the large services in the 
Medical Centers, the City Hospitals, and the well 
organized Woman’s Hospital, for example, be util- 
ized for postgraduate teaching? 

Many years ago, during the summer months, resi- 
dent obstetricians at the Sloane Hospital had the 
opportunity of taking six students each month for 
a four-weeks course in obstetrics. These courses 
were very popular, and the teaching was very bene- 
ficial not only to the students, but to the instructors 
as well. 

As J. Munro Kerr well states in his recent splen- 
did work on Maternal Mortality and Morbidity, “In 
obstetric surgery, while the technical skill is im- 
portant, judgment in the choice of procedure and in 
the time to interfere may make all the difference 
between success and failure.” 

More educational opportunities will benefit not 
only the medical profession, but the general public 
as well. 

Lists OF QUALIFIED OBSTETRICIANS 

If specialists are to be developed, there must be 
some way whereby the public can be informed that 
the services of a specialist can be obtained. The 
time must come when lists of competent men in all 
specialties will be readily accessible to the general 
public. Just how such a list can be prepared, and 
obtained, is a problem which must be worked out 
in the future. 

The report also urges the more frequent use of 
consultations with qualified specialists, and consul- 
tations should be available to every patient for a 
minimum or nominal fee, when circumstances de- 
mand it. This plan has been made effective in cer- 
tain counties in New Jersey, and Dr. Bingham, of 
East Orange, has been prominently connected with 
this work. 


HosPITALs 


Hospitals, to be recognized by the controlling 
authorities, must have qualified obstetricians as di- 
rectors of staff, and evaluation of the work of the 
attending staff should be made regularly. All hos- 
pitals must have separate delivery rooms, and rules 
for asepsis must be rigid, including masking, the 
importance of which deserves re-emphasis. No 
major obstetrical operation should be performed 
until the chief of staff has been consulted and, un- 
less he is confident of the ability of the attending 
physician, the chief should operate, or assist in the 
operation. 

Proprietary hospitals should be brought under 
the supervision of a responsible board of hospital 
control and, unless proper facilities are provided, 
they should not be permitted to accept obstetric 
patients. 


MIDWIVES 


I shall now read a paragraph from the report. 
This paragraph states that “863 midwives in the 
city take care of about 10% of the confinements, 
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and of the 59 midwives who were interviewed, 
only about one-third of the women seemed to be 
competent.” It is unfortunate that the impression 
has gone abroad that women in confinement are 
safer in the hands of a midwife than in the care 
of a physician. According to Table 89 in the re- 
port, page 205, there is a higher percentage of pre- 
ventability (75%) in the deaths among women at- 
tended by. midwives, than among those attended at 
home by physicians (61%). 

Continuing, the report reads: “The training of 
midwives must be very materially improved, for a 
considerable number of women, especially of for- 
eign birth, will continue to employ them.” As this 
is undoubtedly true, the report stresses the need of 
more midwife schools and emphasizes the need for 
more trained nurses to take up this work. The 
trained nurse midwife would be a wonderful help 
in many parts of our country in lowering maternal 
mortality and morbidity. Licensure should be based 
upon examination for ability and proficiency. 

Continuing the report—‘‘Additional short courses 
should be compulsory and supervision of mid- 
wives should be increased. Midwives should report 
immediately any abnormality in labor and should 
call a consultation if labor is prolonged beyond a 
definite time limit, and physicians should be pre- 
pared to give the midwives unqualified co-opera- 
tion.” 

We believe that the number of midwives in the 
city will continue to decrease, but in the meantime, 
those midwives who are practicing must be better 
educated and more efficiently supervised. 


Now let us consider the Report of the New York 
Obstetrical Society Committee appointed March 
13, 1934, to review the Maternal Mortality Report 
of the Public Relations Committee of the Academy 
of Medicine (adopted in April, 1934). 


I PREVENTABILITY 


a. The Committee feels that it is impossible in all 
cases to determine preventability and agrees 
entirely in this respect with the Report when 
it says, “it was realized that, with our present 
knowledge, it was impossible to arrive at a 
scientifically correct determination of prevent- 
ability.” 

. The Committee feels that in the release to the 
newspapers it should have been stated the high 
maternal death rate in New York City is due 
largely to controllable causes—instead of stat- 
ing as it did that “responsibility for the occur- 
rence of the 1343 deaths which the Committee 
adjudged preventable was distributed amongst 
physicians, patients and midwives.” 

. The Committee feels that in this vicinity the 
New York Obstetrical Society is the most au- 
thoritative body in any matter pertaining to 
childbirth and as such this Society should go 
on record, not only in its own archives, but also 
in the lay press, as to its opinion on all con- 
troversial statements—e.g., operative deliver- 
ies, such as forceps, version, and cesarean 
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sections; also anesthesia, analgesia, home and 
hospital deliveries, and the complications of 
pregnancy, labor and the puerperium, 


MIDWIVES 


. The Committee believes that the Report re- 


leased by the Academy to the public distorted 
the facts as to preventability of midwife deaths. 


b. The Committee believes that any accurate re- 


lease to the newspapers on _preventability 
should give the percentage of preventable mor- 
tality for the physician group and for the mid- 
wife group, which according to the report is 
68% for the former and 75% for the latter. 


. The Committee believes that while there is 


need for better training and supervision of the 
present licensed midwives, there is no need for 
training or licensing of additional midwives. 
The record shows that during the past 20 years 
in the City of New York there has been a 
steady decline in the practice of midwives— 
from 50% to 8.5% at the present time. In 
order to accomplish the better training and 
supervision of the existing midwives, we rec- 
ommend that the New York Obstetrical So- 
ciety offer its services to the Commissioner of 


Health of the City of New York. 


. The Committee believes that the practice of 


obstetrics will never be elevated to the position 
it rightly deserves as long as the midwife is 
permitted to practice. The profession, as well 
as the majority of the laity, is perfectly cog- 
nizant of the limitations of the midwife, and 
the teachers and leaders of obstetrics should, 
by now, appreciate the inadequacy of any sys- 
tem which introduces incompetency in competi- 
tion with scientific knowledge. 


HosPITtaALs AND HoME DELIVERIES 


. The Committee believes that the report does 


not differentiate hospitals along lines of effi- 
ciency and equipment as laid down by the 
American College of Surgeons and the Ameri- 
can Medical Association. The American Col- 
lege of Surgeons has published minimum stand- 
ards for hospitals taking obstetrical patients 
and we feel that these standards should have 
been utilized in classifying the hospitals of 
New York City. If this scheme had been fol- 
lowed, the final conclusion as published by the 
Report, regarding hospital deliveries, would 
have been more in keeping with the facts and 
it would inevitably have recommended hospital 
delivery in preference to home delivery except 
insofar as the inadequate hospital is concerned. 
Furthermore, we recommend that this latter 
type of hospital be placed under the supervision 
of a regional committee in co-operation with 
the Department of Hospitals. 


. The Committee recommends that the New 


York Obstetrical Society should countenance 
home deliveries only when under ideal condi- 
tions as to competent medical attendance or 
supervision, equipment and assistance. 
OPERATIONS 

The Committee feels that the report did not 
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emphasize the fact that many operations were 
undertaken without sufficient indications in un- 
skilled hands. We all know that operative de- 
liveries, with good indications in skilled hands, 
are necessary. They are merciful and life- 
saving and they constitute one of the great ad- 
vances of modern obstetrics. 


ANESTHESIA AND ANALGESIA 


The Committee believes that analgesics and 
anesthetics when properly selected and properly 
administered are valuable and indispensable, 
and that their use should be encouraged. 
They are not only humane, but tend to pre- 
vent unnecessary and too early interference 
with the natural progress of labor and, per se, 
do not add to the maternal or fetal death rate, 
nor to operative interference. 


PUBLICITY 


The statement was made in the lay press that 
of the 2041 maternal deaths occurring in the 
three years of study, 65.8% were preventable, 
and of these 1,343 preventable deaths, ‘‘the pre- 
dominating responsibility was charged to the 
medical group in 61.1% of the cases, to the pa- 
tients themselves in 36.7% of the cases, and 
to the midwives, who handled only a small 
number of the cases of the uncomplicated 
type, in 2.2% of the fatalities.” This Society 
believes that the facts do not warrant this 
statement. According to the Report, responsi- 
bility is ascribed to the physician in 678 mater- 
nal deaths, which is 47% of the deaths occur- 
ring among patients attended by the physician, 
while the midwife was responsible for 29 ma- 
ternal deaths, or 60.4% ‘of the deaths in 
women attended by the midwife. This is the 
only fair way to regard the deaths in the phy- 
sician and midwife group, because when ex- 
pressed as a percentage of all deaths, the mid- 
wife figure is materially reduced due to the 
fact that she attended only 8.47% and the 
doctor 91.5% of all confinements. Further- 
more, it must be pointed out that it is an al- 
most impossible task to ascribe responsibility 
in a large percentage of cases, contrary to the 
conclusions of the Report. 

Many of the maternal deaths were undoubt- 
edly associated with controllable causes. Some 
of these causes, however, existed long before 
the patient was seen by the attendant and even 
before pregnancy. Elimination of these causes 
would presuppose adequate medical care from 
infancy, and that privilege many of these pa- 
tients did not have. The published Report in 
the press stresses the fact that operative deliv- 
eries carry a maternal mortality five times as 
high as do spontaneous deliveries and states 
that “any such disparity as that shown in these 
figures is a certain indictment of those under- 
taking the interference.” This Society feels 
that such indictment is grossly misleading. 
What the Committee had in mind in giving out 
this statement was that operative deliveries 
without good indications, in unskilled hands, 











tend to increase maternal mortality. The Com- 
mittee knows, as all obstetricians know, that 
operative deliveries at times are absolutely 
necessary for the safety of the mother or baby, 
and that, with good indications, in skilled hands, 
they are merciful, life-saving, and constitute 
one of the greatest advances in modern obstet- 
rics, Under such conditions, operative deliv- 
eries do not increase maternal mortality, but, 
on the contrary, lower it, together with fetal 
mortality. 

The press report states that cesarean section 
is rapidly on the increase and further says, 
“While 2.2% of all deliveries are made by 
cesarean section, this operation was responsible 
for almost one-fifth of all the deaths.” This 
Society believes that this statement is most 
misleading, unless carefully explained. The 
Society deplores the performance of this oper- 
ation, which is too frequently with insufficient 
indication by the unfit. But the fact remains 
that the operation is absolutely essential to the 
life of mother and baby in many instances, due 
to the physical structure of the mother, or for 
other causes. Many obstetricians in this city 
can show a large series of cesarean sections 
with very low maternal mortality, or even with 
no mortality whatever. Done skilfully, at the 
proper time, cesarean section carries a compar- 
atively slight risk to the mother and practically 
none to the baby. Any one caring to read the 
records of obstetric deliveries, before the ac- 
cepted use of cesarean section, will be shocked 
at the horror of some of the agonizing, long- 
drawn-out labors, ending in disaster to both 
mother and baby. Cesarean section is one of 
the greatest blessings to womankind. It is its 
abuse only that must be deplored. The press 
report states that 1.9 per 1,000 of the 1,343 
“preventable” deaths occurred in the home, 
while 4.5 per 1,000 occurred in hospitals. It 
says further, “It would seem that the present 
attitude toward home confinement requires no 
re-examination, and a program looking toward 
an increase in domiciliary obstetrics deserves 
careful investigation.” This Society is of the 
opinion that delivery in a well organized and 
well equipped hospital is safer than home de- 
livery. This Society believes that obstetrics 
is no longer a one man job, and that home de- 
liveries should not be encouraged, unless they 
can be conducted with every safeguard of med- 
ical supervision, equipment and assistance. 
This, it is well known, is rarely the case. More- 
over, the Society believes that the lower mor- 
tality in the home, compared with hospital de- 
liveries as found in the Report, is easily ac- 
counted for by the fact that usually only the 
short and normal labors are conducted at home, 
while the protracted and difficult ones are 
transferred to hospitals with the patients often 
in desperate or dying condition. Deaths of 
such patients swell the hospital records, but 
they should properly be listed as fatalities from 
home deliveries. If they were, home deliveries 
would be found to carry a higher mortality 
(Concluded on page 152) 
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Prenatal Care 





® Mervyn V. Armstrong, M.D., F.A.C.S., Attending Obstetrician 
and Gynecologist at the Long Island College Hospital, 
Brooklyn, N. Y. 


1930, 1931 and 1932, published by the New 

York Academy of Medicine, Committee on 
Public Health Relations, it was shown that there 
were two thousand and forty-one (2041) deaths, of 
which one thousand, three hundred and forty-three 
(1343), or 65.8%, were considered preventable. It 
was also noted that of these one thousand, three 
hundred and forty-three deaths (1343), 36.7% 
might have been prevented, had adequate prenatal 
care been given. These figures would seem to indi- 
cate the great need for a more thorough supervision 
of the pregnant woman. 

This Committee also noted that many patients at- 
tempted to obtain prenatal care. They consulted 
their physicians early and regularly, but the physi- 
cians failed to give proper care. The physical 
examinations were careless and incomplete. Con- 
tractions of the pelvis were overlooked. Complica- 
tions were repeatedly underestimated and improperly 
treated. 

In a far greater number of cases, however, the 
responsibilities rested with the patients, who failed 
to seek prenatal care, or, if they did seek it, they 
did not do so until late in pregnancy, or their return 
visits were neglected. This was particularly true of 
patients in the lower economic groups. 

In spite of the large amount of propaganda and 
effort put forth, there is still a great tendency to 
omit prenatal care. This may be due either to pov- 
erty or ignorance, but it is manifestly a failure on 
the part of society to provide the careful, persistent 
education necessary to produce, in the less educated 
and less fortunate woman, an attitude which will 
make prenatal care an accepted necessity. 

Prenatal -care should mean an early, careful and 
constant supervision during the antenatal period. It 
should begin as soon as the first period is missed. 
Essentials in proper prenatal care should consist of 
giving due consideration to the following points: 

1. The History 

The history should include inquiry as to the oc- 
currence of scarlet fever, diphtheria, rheumatic 
fever, repeated attacks of tonsillitis, syphilis, tuber- 
culosis, cardiac or renal disease, and especially 
rickets, 

Has the patient had an abdominal operation, such 
as a fixation of the uterus, myomectomy, or any 
other procedure that might leave a scar in the uter- 
ine wall? Have there been operations on the 
cervix? There should be a detailed history of pre- 
vious pregnacies and labors. Have there been any 
miscarriages, hemorrhages, evidence of toxemia, 
vomiting, eye symptoms, edema or convulsions? 
What was the duration of previous labors and did 
they terminate spontaneously or with the use of 


[; A report on Maternal Mortality for the years 


Read before the Thirty-seventh Annual Meeting of the Associated 
Physicians of Long Island, at Brooklyn, N. Y., January 26, 1935. 
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instruments? We should always obtain data as to 
the size and condition of the previous children at 
birth. 

The date of the first day of the last menstrual pe- 
riod should be obtained and from this the estimated 
date of the confinement should be calculated. As 
regards the present pregnancy, the occurrence of 
nausea, vomiting, headache, disturbance of vision, 
hemorrhage, daily amount of urine output, the pres- 
ence of constipation and the occurrence of quicken- 
ing should be noted. 

2. The Physical Examination 

The physical examination should be thorough and 
include examination of the teeth, tonsils, thyroid 
gland, heart, lungs, breasts and abdomen. The pel- 
vis should be measured with a pelvimeter. A pelvic 
examination should be carefully performed to es- 
tablish the diagnosis of pregnancy and the possibil- 
ity of retroversion. The systolic and diastolic pres- 
sure should be taken and the urine examined for 
albumin, sugar, pus or casts. A specimen of blood 
should be taken for the Wassermann reaction. About 
six to eight weeks before the estimated date of con- 
finement a final thorough pelvic examination should 
be made and the diagonal conjugate diameter 
measured. 

3. The Diet 

It is felt by a large number of authorities that no 
special diet is required during pregnancy. How- 
ever, we find that because of the frequency of nausea 
and vomiting during the first trimester, that a high 
carbohydrate, frequent feeding diet is indicated. 
During the second trimester, the diet should be lib- 
eral, containing, among other things, an abundance 
of fruit, milk and vegetables. The patient should be 
weighed at each visit and any evidence of too rapid 
gain should be noted. We feel that a gain of over 
three pounds a month is excessive. The patient 
should be instructed to avoid highly seasoned foods 
and also to restrict the amount of salt intake. Foods 
that the patient has learned by experience do not 
agree with her should be avoided. Plenty of water, 
at least eight to ten glasses daily, should be taken to 
help the function of the kidneys, skin and bowel. 
During the last trimester we should advise the pa- 
tient to cut down on the amount of protein, for 
which vegetables should be substituted. The patient 
should also be advised to cut down on the amount of 
food taken and at least every other day should be 
meatless. If toxemia symptoms develop, the pa- 
tient should be put at rest and placed on a strict diet 
of milk and water. Whether the size of the child 
can be controlled by diet is still a matter of dispute, 
but we have frequently demonstrated that a diet con- 
sisting chiefly of milk and water during the last 
trimester will result in the birth of a small child and 
we feel that diet has a definite place in cases where 
a large child might be undesirable. 








4. The Care of the Bowel 

All authorities are agreed that constipation should 
be avoided during pregnancy. It is a common con- 
dition and unquestionably favors the occurrence of 
toxemia. 

In the management of this constipation, the diet 
should be rich in cellulose and fresh fruits should be 
used in place of desserts. The ingestion of copious 
quantities of water is also of great help. The es- 
tablishment of a habit time is also of great impor- 
tance. If these measures fail, we may resort to the 
use of mineral oil, agar-agar or milk of magnesia. 

5. The Care of the Kidneys 

The kidney function is best helped by the inges- 
tion of fluids. Abnormalities in the teeth and the 
tonsils should be corrected, for it has definitely been 
shown that these foci play a part in the production 
of toxemia. The patient should note her daily urin- 
ary output, which should normally be about two 
quarts. Diminution to the amount of one quart or 
less suggests the presence of toxemia. Urinalysis 
should be more frequent in the last trimester on 
account of the tendency to toxemia at th's time. This 
analysis should be carried out as outlined above. 

6. Care of the Teeth 

The patient should be seen by a dentist early in the 
pregnancy. The occurrence of dental caries consti- 
tutes a definite menace in pregnancy and the pres- 
ence of pregnancy is not a contraindication to the 
correction of any dental pathology, provided this is 
accomplished by the use of local anesthesia. The 
teeth should be cleansed after each meal and the use 
of an alkaline mouth wash, morning and night, is of 
value. Dental authorities feel that many dental diffi- 
culties may be avoided by the use of proper diet. 


7. Clothing 

The clothing should be loose and comfortable and 
should hang from the shoulders where possible. 
Constricting bands about the waist, breasts and 
nipples should be avoided. A properly fitting bras- 
siére which carries the breast upward and inward is 
of value. A properly fitted maternity corset should 
be advised and should be used from about the fourth 
month on. This maternity corset should support 
the abdominal wall, the spinal column and the pelvic 
girdle. Circular garters and constricting bloomers 
should be avoided. Shoes with high heels and 
pointed toes are not permissible. The ideal shoe for 
pregnancy should have a low heel with a relatively 
broad toe. 
8. Exercise and Rest 

The more strenuous forms of exercise should, of 
course, be avoided. Walking is probably the best 
form of exercise for the pregnant woman, but even 
this must not be overdone. Light house work is 
permissible, but scrubbing floors or similar strenu- 
ous work should be prohibited. The patient should 
try to obtain eight hours sleep each night in a well 
ventilated room. A nap in the morning and after- 
noon should also be encouraged. 
9. The Care of the Breasts 

During the last trimester, the patient should be 
instructed to anoint the nipples with liquid vaselin 
or cocoa butter. If the nipples are small and flat, 
they may be helped by pulling them out daily. Re- 
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tracted nipples can rarely be helped and attempts at 
using them frequently result in mastitis. It is prob- 
ably better to eliminate nursing in these cases. 
10. Marital Relations 

Marital relations are a frequent cause of abortion 
during the first trimester, and may be the cause of 
premature labor and infection in the last trimester. 
Abstinence should be advised during the last two 
months of pregnancy. If abortion threatens in the 
early eale of pregnancy, intercourse should be 
advised against during the remainder of the preg- 
nancy. 

11. Danger Signals 

The patient should be instructed to report at once 
to her attendant if she notes any of the following 
symptoms or signs. 

Excessive nausea and vomiting. 
Vaginal bleeding. 

Persistent headache. 

Swelling of the hands, face or feet. 
Disturbance of visiori. 

Scanty urine. 

Persistent constipation. 

The drainage of amniotic fluid. 

She should also be instructed to get in touch with 
her attendant at any time, if she feels that things 
are not as they should be. 

12. Return Visits 

This important part of prenatal care should be 
impressed upon the patient. She should be seen at 
monthly intervals during the first six months ; every 
two weeks during the seventh and the ‘eighth 
months ; and each week during the ninth month. At 
these return visits, the blood pressure should be 
taken and the urine examined as outlined above. 
Abdominal palpation should be performed and the 
progress of the pregnancy noted. It is only in this 
way that we can form some opinion of the impend- 
ing labor. 


Sua ho ao op 


* 

We are heartily in accord with the recommenda- 
tions of the Committee on Maternal Mortality, in 
which they state that 

“The prospective mother must be further instructed in 
the necessity for prenatal care. 

“She must be taught that prenatal care does not merely 
mean registering for confinement; that it is imperative to 
obtain that care as early as pregnancy is suspected; that 
one visit at which no abnormalities were found, is no guar- 
antee of continuing health, but that regular return for ob- 
servation is vital, if her attendant is to be enabled to give 
her the best possible care; that previous normal pregnan- 
cies and deliveries do not assure subsequent normal ones; 
that proper and sufficient prenatal care offers her the great- 
est assurance of an uneventful confinement. 

“Furthermore, some information must be made available 
to the patient as to the standards of such prenatal care. 
She should have some knowledge of the purpose of such 
care, and what she may expect from her attendant, as the 
minimum requirement of a proper prenatal supervision. 

“She should know that the omission of urinalysis, blood 
pressure determinations or measurements of her pelvis 
constitutes negligence; that a thorough physical examina- 
tion is the necessary part of proper care. She must be in- 
formed of the possible gravity of symptoms that seem to 
her mild, and the fact that early treatment is the prerequi- 
site in the prevention of later trouble. 

“The hazards of. childbirth are greater than they need 
be. The responsibility for reducing them rests with the 
medical profession.” 


85 Pierrepont Street. 
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Puerperal Hemorrhages 





® Philip F. Williams, M.D., Philadelphia, Penna. 


resulting from extra-uterine, or abnormally 

located pregnancy, from abortion, or ab- 
normally terminating pregnancy, from premature 
separation of the normally or abnormally situated 
placenta, and from postpartum hemorrhage. In 
a recent study of maternal deaths in Philadelphia it 
was found that almost ten per cent of the deaths 
were included in the last three categories, either as 
primary or contributing causes. It is necessary to 
realize in referring to such deaths as contributing 
causes that if, for instance, septic infection super- 
venes upon hemorrhagic conditions, the death is 
ascribed to puerperal sepsis as the primary cause. 
In one of four such deaths hemorrhage took a sub- 
sidiary position to sepsis or other cause from a 
statistical standpoint. Of the hemorrhage deaths 
25 were due to placenta previa and 19 were due to 
premature separation of the placenta. From a brief 
review of these cases some lessons may possibly be 
drawn. 


CJ siting fom hemorrhages include those 


Placenta previa is generally regarded as infre- 
quent, occurring once in about 500 labors. In the 
hospital practice of three years in Philadelphia there 
were 342 placenta previas, an average of one to 
every 200 hospital deliveries, with a mortality rate 
of 7.31%. Placenta previa has an obscure etiology. 
It depends upon neither age nor parity, and occurs 
in the healthy young primigravida as well as in the 
battle-scarred uterus of the elderly multipara. The 
symptom of placenta previa is painless vaginal. bleed- 
ing which recurs and is apparently without cause. 
This hemorrhage is significant of a partial separa- 
tion of the placenta from the dilating lower uterine 
segment with resulting leakage from the opened 
sinuses. The appearance of such a blood loss may 
occur at any time in the last half of pregnancy, 
usually in the last trimester. In the series of fatal 
cases studied it was progressively more frequent 
toward term, from one case in the sixth month to 
fifteen cases at term. That the placenta is attached 
in the lower uterine segment is suggested by the 
symptom, and the diagnosis is confirmed on vaginal 
examination by the feeling of a spongy mass be- 
tween the fetal head or breech and the lower uter- 
ine segment, or more certainly by the palpation of 
the placenta by a finger passed through the cervix. 

The prognosis depends upon the variety, for a 
placenta previa tends to become more completely 
previa as dilatation of the lower uterine segment 
and cervix progresses; it depends, too, upon the 
amount of blood lost and its effect; and upon the 
time interval until definite measures are under- 
taken for relief. There are other important fac- 
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tors, as gravidity, the period of the pregnancy, the 
presentation, whether or not the patient is in labor, 
the ability to replace blood already lost and to com- 
bat further loss postpartum, and the ability to avoid 
introducing infection during treatment. 

The prognosis for the child is commonly regarded 
as serious; that it is especially grave in the cases 
accompanied by maternal death is shown by the 
fact that only two babies were born alive in twenty- 
five cases commented on here. 

The treatment of placenta previa should be in- 
dividual with the particular case. The factors men- 
tioned in relation to prognosis may present such 
variables that no hard and fast rules may be laid 
down. To these factors may be added the pres- 
ence of other obstetric complications. Cesarean sec- 
tion has a very definite place, especially in the prim- 
igravida seen before the onset of labor and in pla- 
centa previa centralis. In other instances the na- 
ture of the conditions met suggests an approach by 
vagina as more feasible, and, often, in view of pre- 
vious treatment, possibly more favorable. Such 
procedures may range from simple rupture of the 
membranes to various methods of version. 

The prenatal care received by this group was 
poor. Twenty women were noted as having had 
either inadequate care or none at all. Prenatal 
care will have a direct influence if in her antenatal 
instruction the pregnant woman has been warned 
that vaginal bleeding, no matter how slight, may be 
a sign of one of the most serious obstetrical com- 
plications and one demanding immediate and defi- 
nite treatment. To this might be added that the 
significance of the symptom should be recognized 
as well by the physician. 

Delay in diagnosis or neglect in promptly placing 
a patient with placenta previa in proper surround- 
ings for delivery jeopardizes her chances. This fac- 
tor was observed in one of the cases in this series. 
The patient, a multipara, had slight bleeding at the 
36th week for which she was put to bed. A re- 
currence of bleeding of greater amount on the fol- 
lowing day led to the insertion of a vaginal pack, 
which was removed after 24 hours. On the next 
day a profuse hemorrhage occurred. The patient 
was rushed to a hospital. An immediate version 
and extraction was followed by death on the de- 
livery table. Vaginal tamponade in the home is 
often done under far from aseptic circumstances. 
In many instances it fails to check the hemorrhage. 
Unless it is performed as an emergency life-saving 
measure it could well be omitted. The percentage 
of septic infections in cases of placenta previa fol- 
lowing vaginal packing in the homes is so high that 
its use may modify seriously and hinder the suc- 
cessful outcome of a case. In the case quoted the 
vaginal packing, if not an unnecessary procedure, 
was dangerous in lulling the suspicion of the phy- 
sician as to the real danger. 
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The disregard by the patient of the portent of 
danger was present in a history of a multipara of 
low social order six and a half months pregnant. 
who refused hospitalization after moderate hem- 
orrhage. For six weeks previously slight bleeding 
had been present. Following a second more pro- 
fuse hemorrhage she was admitted to a hospital, 
where cesarean section, followed by transfusion, 
was performed. Following the transfusion the pa- 
tient had a convulsion and died in shock. How 
women of the class represented by this patient are 
to be reached and educated to the necessity of ade- 
quate maternity care is a problem difficult to solve. 
Contrary to the ideas expressed by the writers on 
maternal mortality in popular lay journals the gen- 
eral public is not deeply interested in taking part 
in such an educational campaign. I say this ad- 
visedly for I know how difficult it has been in Phila- 
delphia to persuade lay groups or women’s organiza- 
tions to avail themselves of medical speakers on 
topics connected with maternal welfare. 

Parallel with the refusal of the patient mentioned 
above might be cited the delay in hospitalizing sev- 
eral women until their chances for recovery had been 
jeopardized. In one instance a quintipara aged 36, 
at term, was admitted for profuse vaginal bleeding. 
A central placenta previa was diagnosed, the pa- 
tient transfused, delivered by section, died on the 
sixth day of sepsis; autopsy revealed diffuse per- 
itonitis. During the two weeks before admission 
there had been almost constant bleeding. A phy- 
sician had visited the patient each day and at each 
visit he made a vaginal examination. This effort 
to learn the source of the bleeding was persistent but 
hardly commendable. But the lack of appreciation 
of the real situation on the part of the physician is 
quite comparable-to the refusal of the previously 
mentioned patient to enter a hospital. It must be 
realized that the examination of any patient with 
bleeding in the latter months of pregnancy carries 
with it the possibility of a profuse and overwhelm- 
ing hemorrhage occurring simultaneously with the 
examination. A safe rule in the effort to diagnose 
placenta previa by internal examination would be 
that the examination should take place only under 
anesthesia and with all preparations completed, and 
at hand, for whatever type of interference or treat- 
ment might be indicated. 

That the treatment of placenta previa does not 
include expectancy or delay is believed and prac- 
ticed by many clinicians. When the diagnosis has 
been made definite steps should be undertaken to 
deliver the woman, safely, promptly, and, usually, 
with disregard for the life of the child. The non- 
observance of this practice may not always be dis- 
astrous but in the following case the unexpected 
hemorrhage spelled fatality. A gravida (four) was 
referred to the hospital by her family doctor for 
painless hemorrhage at the seventh month. As the 
bleeding moderated and then ceased after admission 
the patient was kept at absolute rest in bed. Seven 
days after admission a hemorrhage occurred during 
the night and the patient died as an emergency ce- 
sarean section was begun. As the child was still- 
born nothing was gained and everything was lost by 
the apparently unnecessary delay. 

There is little doubt that consultation and ma- 
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ture judgment are extremely desirable in meeting 
the serious emergency of placenta previa. I have 
always remembered the report of one of my Phila- 
delphia colleagues at a joint meeting*‘of the tri-city 
obstetrical societies some years ago in New York. 
In commenting upon Dr. Harold Bailey’s maternity 
clinic at Bellevue Hospital that day he stressed 
its rule that any placenta previa case admitted had 
to have the continuous attendance of a staff man 
until delivery had been safely accomplished. The 
practice of such a rule in one instance in the series 
I am commenting on would have prevented an in- 
tern from attempting an internal podalic version 
on a placenta previa and then packing to stop the 
hemorrhage created until qualified assistance was 
obtained. In another instance a junior assist- 
ant might not have used in succession a Voorhees’ 
bag, a pack, failed forceps, and a version, in a mar- 
ginal placenta previa where death in the absence of 
an autopsy was.credited to shock. 

The casual therapy of placenta previa may best 
be carried out through cesarean section. As this 
mode of treatment can only be instituted in the 
hospital it is axiomatic that every case of hem- 
orrhage in late pregnancy should be hospitalized for 
the performance, if necessary, of this particular 
treatment. In 1931 a survey was made of cesarean 
sections performed in Philadelphia. Of the 571 
cesarean sections 42 were done for placenta previa; 
since 102 placenta previas occurred in the hospitals 
in the same yerr, approximately two cesarean sec- 
tions were done in every five cases of placenta 
previa. Two of these 42 cesareans for placenta 
previa were followed by septic deaths. In one the 
woman had been examined vaginally repeatedly be- 
fore admission. Under such circumstances it would 
seem that low cervial section or cesarean section 
followed by hysterectomy might be a preferable op- 
eration to classical cesarean section. In the second 
instance the woman, who had first been treated by 
a midwife, then by a physician on the outside, was 
admitted with a temperature of 101°. A classical 
cesarean section was performed, the septic infec- 
tion continued, and the woman died of peritonitis 
and intestinal obstruction on the sixth day. A 
Porro hysterectomy might have been more suit- 
able, especially in view of the fact that the woman 
had seven living children. 

It is not without interest to review the history of 
the deaths of the other cesarean sections for pla- 
centa previa. Two were done on multiparae, seven 
months pregnant, both in weakened condition from 
profuse hemorrhages, while in the final case there 
had been but one severe hemorrhage before opera- 
tion in a primipara at term. Notwithstanding the 
preliminary transfusion the patient died three and 
half hours after a classical section. 

The embedding of the placenta in the lower uter- 
ine segment or cervix results in a thinning of that 
tissue with a marked increase in the friability and 
non-resistance to trauma as compared with the 
normal parturient cervix. These conditions pro- 
mote laceration of the cervix in placenta previa even 
though spontaneous delivery occurs. It is generally 
conceded that manual dilatation of the cervix pro- 
motes the likelihood of laceration and further blood 
loss. In reviewing the histories of these fatal cases 
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it was found that manual dilatation of the cervix 
was practiced eight times. Once it was done pre- 
liminary to the insertion of a Voorhees’ bag; the 
woman died undelivered. Six times the manual 
dilatation was followed by version and immediate 
extraction, five of these women dying in less than 
an hour; in the other case the patient lived for two 
hours. In none of these cases was autopsy per- 
formed to determine whether rupture of the lower 
uterine segment had occurred. In the final case of 
manual dilatation of the cervix delivery was effected 
by version and extraction of a six months fetus 
in a multipara. A laceration with a subperitoneal 
hematoma was found in the lower uterine segment. 
It is to be presumed that either shock or rupture 
or trauma played a large part in the deaths follow- 
ing these abrupt terminations of pregnancy and 
labor. In the one instance in this series of fatal 
cases where delivery was spontaneous there was a 
marked anemia and toxemia with a puerperal psy- 
chosis and a toxic death on the 15th day. Version 
had to be substituted for failed forceps three times 
in the deliveries of this group. 

Transfusions were used in only five of the cases 
of placenta previas who died. While it cannot be 
proved that transfusion would have saved any of 
these lives, yet operative measures were carried out 
frequently in anemic women or women in shock 
from loss of blood without the help a transfusion 
might have afforded. Since all these deaths oc- 
curred in the hospital, it must have been an error 
of omission that either suitable donors could not be 
readily obtained or that operative measures were 
not preceded by transfusion. 

Summarizing this review of mortality from pla- 
centa previa it may be emphasized again that hem- 
orrhage in the latter part of the pregnancy is of 
serious significance and often points to this danger- 
ous and life-threatening complication, and that the 
appearance of such a symptom necessitates an exact 
diagnosis. The examination to make the diagnosis 
should be carried out in the hospital, preferably 
under anesthesia and always with the nieans at 
hand to combat any serious hemorrhage which 
might be produced by the examination. It may be 
emphasized that there is no place for delay or ex- 
pectancy in treatment once the diagnosis of placenta 
previa has been made, and that symptomatic treat- 
ment such as vaginal packing to stop the hemorrhage 
is but a temporary emergency measure often sur- 
rounded with the possibility of introduction of sep- 
tic infection. The obstetric treatment depends upon 
many factors, such as the amount of the hemorrhage, 
gravidity, stage of gestation, whether or not the 
woman is in labor, and the type of placenta previa. 
An evaluation of these factors requires the mature 
judgment of long experience often to be obtained 
only by a consultation. Accessory measures such 
as transfusions should always be readily available. 
Not all cases of placenta previa may be saved but 
with a greater realization of the extreme serious- 
ness of the condition and an application of the 
above principles fewer lives may be lost. 


An equally serious obstetric condition associated 
with hemorrhage is premature separation of the 


MEDICAL TIMES ® MAY, 1935 


placenta, or as it is sometimes called, accidental 
hemorrhage. This type of hemorrhage results from 
a separation of the placenta, which is usually at- 
tached to the uterine wall in a normal situation, al- 
though not infrequently low implantation is present. 
It is difficult to estimate the frequency with which 
this complication occurs. Probably it is’ present in 
mild degrees more often than we suspect, and un- 
doubtedly many cases of abortion, especially in the 
middle trimester, are occasioned by it. 

During the three years, 1931-1934, in which a 
maternal mortality survey was carried on in Phila- 
delphia, it was found that 19 women died from 
premature separation of the placenta. In 12 it was 
the primary cause of death, and in 7 the contributory 
cause where other conditions such as sepsis or 
chronic nephritis were present and assumed a major 
statistical importance. One of every four women 
who died of a hemorrhagic death died of premature 
separation of the placenta. One in every 43 ma- 
ternal deaths occurred from this cause. All of these 
women died in hospitals. 

Various etiological factors may favor this com- 
plication. This condition is found in association 
with chronic nephritis, hypertensive toxemia or 
other types of pregnancy toxemias to such an extent 
that a toxemic origin is now looked upon as the 
most frequent etiology. Among other predisposing 
conditions may be mentioned trauma, which must 
be very rare and would be considered accidental ; 
structural causes which would include neoplastic 
and inflammatory conditions of the uterus and its 
lining; some obstetric complications, such as trac- 
tion on a short cord; a rapid diminution of the in- 
tra-uterine pressure; and finally a possible idio- 
pathic origin, especially in multiparous women 
where no other cause may be found. 

In reviewing the histories of the 19 women who 
died of premature separation of the placenta we 
find that 8 had associated toxemic conditions, and 
in 5 of them nephritis was known to have been pres- 
ent over a period of years. Of the remaining 11, 
9 were multiparas and most of them had had 5 or 
more pregnancies, the upper limit being the 17th 
pregnancy. Bleeding was present in all but one of 
these cases, which would make the ratio of con- 
cealed and frank bleeding in this series as 1 in 19. 
The pathology of the placenta was not reported on 
the study folders which were used in the survey, 
so that nothing can be stated regarding the changes 
present in the placentas. Autopsies were performed 
in two cases, and showed corroborative finding of 
chronic nephritis in one; and an acute cloudy swell- 
ing of the liver and kidneys in a second, in which 
there had been no albumin and in which the blood 
pressure had only reached 126 over 80. 

The clinical picture of premature separation of 
the placenta presents in the cases of toxic origin 
many of the usual symptoms and signs of toxemia. 
Whatever the etiology, abdominal pain and vaginal 
bleeding are present. In this series of fatal cases 
one symptom appeared first as frequently as the 
other. One woman suffered acute abdominal pain 
over a period of two weeks before the bleeding be- 
came frank; another woman for a period of seven 
days had pain and a tense and tender uterus but 
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no bleeding. Two others had bleeding for a week 
before they were hospitalized. The bleeding in 
premature separation of the placenta may vary as 
in placenta previa; in some cases a recurrent trickle, 
and in others a massive exsanguinating loss of blood 
occurs. In many instances bleeding was of short 
duration yet the time elapsing from its appearance, 
and the onset of other symptoms, until hospitaliza- 
tion, made one feel that the delay was frequently 
responsible for the untimely outcome. 


Shock is a frequent finding in cases of premature 
separation of the placenta. It is occasioned by the 
hemorrhage and increased by the lowered resistance 
of the toxemic woman. Shock should be treated 
before operative measures tending to increase it are 
instituted. The best treatment for shock in pre- 
mature separation is blood transfusion or intraven- 
ous glucose, saline or gum acacia solution. The 
fact that death followed quickly in most cases in 
this series where rapid emergency surgery was 
practiced makes one realize that if shock was not 
actually present it was quickly produced. Four of 
the women in this series entered the hospital in 
shock. Two were nephritics and two showed no 
evident etiology in their histories. All were oper- 
ated immediately and all died immediately. Of the 
19 fatal cases one died undelivered, two died on 
the delivery table, four died in less than an hour 
after delivery and five others within 12 hours after 
delivery. To what extent blood transfusions might 
have supported the emergency obstetric surgery is 
unknown but the fact remains that blood transfu- 
sion was practiced but three times in these 19 cases. 
In one the woman died undelivered and in another 
the transfusion was given as a therapeutic measure 
for sepsis which followed cesarean section. 

Premature separation of the placenta and the con- 
sequent hemorrhage causes an increased pulse rate, 
often weak and thready. In the majority of cases 
this symptom is constant. Frequent estimation and 
recording of blood pressure, systolic and diastolic, 
are of extreme importance in measuring the prog- 
ress and prognosis of premature separation of the 
placenta, but it had been observed and recorded in 
only one of these cases studied. In this case of pre- 
mature separation in a chronic nephritic toxemia 
with a blood pressure of 210/100 on admission, a 
manual dilatation and extraction was followed by 
a drop to 60/30 at the completion of delivery. The 
shock was progressive. The next reading showed 
no systolic pressure, and death ensued. Some of 
the cases where blood loss had been extreme showed 
low blood pressure on admission with correspond- 
ingly low hemoglobin and red blood cell counts. It 
would seem almost axiomatic that such women 
should have their resistance supported by transfu- 
sion before operative measures, with the possibility 
of further blood loss, are instituted. 

Examination of women with premature separa- 
tion of the placenta almost invariably shows tender- 
ness over the uterus, which is sometimes hard and 
contracted to a tetanic degree. At times the ab- 
dominal rigidity has a peculiar board-like feeling. 
This was especially noted in the one case of con- 
cealed hemorrhage in this series as well as in several 
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cases where the pregnancy, although in the sixth 
and seventh months, appeared from distention by 
blood accymulated inside the uterus to simulate a 
uterus at term. 

For the child, the anoxemia and asphyxiation 
caused by the premature separation make the out- 
come extremely grave. In this series of fatal ma- 
ternal cases there were but two babies born alive. 

Prenatal care was entirely inadequate in all cases 
in this series. While in eight cases the number and 
frequency of the visits were considered adequate, 
nevertheless at times the quality of such antenatal 
care might have been questioned. In one particular 
case where acute abdominal pain persisted for two 
weeks one might well regard that woman as having 
been incompletely instructed with respect to re- 
porting symptoms. In other cases both pain and 
bleeding were disregarded over a number of hours 
or even days. If a patient with symptoms of this 
condition is not promptly hospitalized or proper 
treatment instituted one must regard such an omis- 
sion as inadequate maternal care. 

Of the 19 fatal cases, one died undelivered, while 
9 were delivere1 by cesarean section. Four of these 
were in nephritic or toxemic women, at the sixth, 
seventh, eighth and ninth months. One of these 
women, six months pregnant, operated on in shock, 
died immediately. The others died a week or more 
later of nephritis. Five cesareans were done in 
cases which showed no clear etiological factor. 
Three classical sections, on women with previous 
vaginal examinations, died of sepsis. The other 
two cases, one a concealed hemorrhage and one 
nearly exsanguinated on admission, died shortly 
after the operations were completed. Neither of 
these last two cases was transfused. Frequently it 
appeared that the time and type of operation as 
well as the mere choice of cesarean section might 
have been altered. The desire to sterilize a woman 
in the face of a catastrophe should not have led to 
a cesarean and sterilization on a quintapara at the 
sixth month and in active labor, with a dilated cer- 
vix and moderate frank bleeding. 

The treatment of premature separation of the 
placenta depends, since toxemia is so frequently 
present, upon good prophylaxis and antenatal care. 
Expectant or temporary measures are futile in the 
treatment of this condition. The interests of both 
mother and child are best served by promptly ter- 
minating the pregnancy. The measures to be 
adopted depend upon certain basic factors such as 
the condition of the woman, the effect of the hem- 
orrhage and degree of toxemia, the period of gesta- 
tion, whéther or not labor is present, the stage of 
labor, and the condition of the uterus. The suc- 
cessful outcome of the case depends, too, upon the 
presence of other obstetric complications and the 
judgment and ability of the attendant. These fac- 
tors must be evaluated in each individual case. On 
them such measures should be based as are con- 
sidered suitable for the conditions present, from 
simple rupture of the membranes and the appli- 
cation of a binder to cesarean section followed by 


hysterectomy. 
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Can Brooklyn Reduce Her Maternal Morbidity 
and Mortality Rates? 





@ Harvey B. Matthews, M.D., F.A.CS., Brooklyn, N. Y. 


City of New York, from 1930 to 1932, has, 

in certain respects, accomplished more for 
the good of the expectant mother than all the 
teachers and leaders of obstetrics have been able 
to accomplish in the past fifty years. It has 
awakened a slumbering profession and stimulated 
an uninformed public. Make no mistake, something 
is going to be done to reduce maternal morbidity 
and mortality. The women of America are de- 

TABLE 1 


BIRTH AND DEATH RATES FOR THE UNITED 
STATES REGISTRATION AREA* 


PER 1,000 
POPULATION 


Te Report on Maternal Mortality in the 


PER 1,000 LIVE BIRTHS 

General Total Puerperal Other 
death Infant maternal septi- puerperal 
rate mortality mortality caemia causes 
13.0 85.8 8.0 2.7 5.3 
11.6 . 68 
11.7 . 6.6 
12.2 : 6.7 
11.7 6.6 

11.8 

12.3 

11.4 

12.1 

11.9 

11.3 

11.1 61. 6 
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ttt tot tte 
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c © me taken from the mortality statistics of the Bureau of the 
ens 
t Data for 1932 not available. 


* Maternal Mortality in New York City, 1930-1932—The Common- 
wealth Fund, 1933. 


manding better obstetrics and we have got to give 
it to them. 

Let us delve a little deeper into certain phases of 
this subject of maternal morbidity and mortality 
rates. Reference to Table 1 shows the birth and 
death rate for the United States Registration area 
from 1920 to 1931, a period of 12 years. The 
total maternal mortality, as you see, has remained 
almost the same. Puerperal septicemia rates have 
likewise remained fairly constant. 

Table 2 shows the maternal mortality rates of 
New York State, exclusive of New York City, for 
the same 12-year period (1920-1931). The total 
maternal mortality rates run a little below those 
for the United States as a whole; likewise puer- 
peral septicemia is somewhat lower. Table 3 shows 
the same for New York City—which is a little 
better than for the state as a whole. Puerperal 
septicemia rates, as you see, run somewhat lower 
than those for the state as a whole. 

Table 4 shows the trend of mortality in the 
United States and certain foreign countries and it 
may be seen that this “trend” has been pretty con- 


Address, illustrated by lantern slides, before the Medical Society 
of the County of Kings, Brooklyn, N. ¥., March 19, 1935. 
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TABLE 2 

BIRTH AND DEATH RATES FOR NEW YORK 
STATE EXCLUSIVE OF NEW YORK CITY* 

PER 1,000 
LIVE 
BIRTHS 


PER 1,000 
POPULATION PER 1,000 srrrust 

General Total Puerperal Other 

Birth death Infant maternal septi- puerperal 

rate rate mortality mortality caemia causes 
21.3 14.8 87.6 72 1.97 4.75 
21.6 13.4 2.19 3.72 
20.3 13.8 . 1.90 4.21 
19.9 14.0 79.2 . 1.87 4.22 
19.9 13.3 71.0 . 1.98 3.78 
19.2 13.3 j 5. 2.25 3.65 
18.3 14.0 1.98 3.89 
18.2 13.0 2.03 4.02 
17.5 13.3 1.98 4.27 
16.6 13.7 1.95 3.89 
16.5 12.8 2.09 3.62 
1931 15.7 12.5 2.18 3.73 
19327 15.1 12.5 2.11 3.78 


* Figures obtained from the Division of Vital Statistics of the 
New York State Department of Health. 

+ Provisional figures. 

t Including stillbirths. 


1920 
1921 
1922 
1923 
1924 
1925 
1926 
1927 
1928 
1929 
1930 


80.4 
80.4 


Umum 


* Maternal Mortality in New York City, 1930-1932—The Common- 
wealth Fund, 1933. 


TABLE 3 
BIRTH AND DEATH RATES FOR NEW 
YORK CITY* 
PER 1,000 
POPULATION PER 1,000 LIvE BIRTHS 
General Total Puerperal Other 
Birth death Infant maternal septi- puerperal 
rate rate mortality mortality caemia causes 
23.4 12.9 85.4 5.33 1.31 4.02 
23.1 11.1 71.1 5.56 1.27 4.29 
21.8 11.7 5.39 117 4.22 
21.3 11.4 0.89 3.93 
21.1 11.5 0.98 22 
20.4 11.4 1.08 
0.95 


4. 

4.33 

19.5 118 3.79 
1.38 4.00 

4.12 

4.12 

4.31 


1920 
1921 
1922 
1923 
1924 
1925 
1926 
1927 
1928 
1929 


19.6 10.7 

18.8 11.6 1.17 

18.2 11.3 0.93 

1930 17.6 10.8 0.88 

1931 16.3 10.9 158 4.18 
1932 15.2 10.3 154 4.16 


* Maternal Mortality in New York City, 1930-1932—The Common- 
wealth Fund, 1933. 
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stant for the past 18 years. Some countries have 
improved ; others have not. A few have actually a 
higher rate for 1932 than for 1922. In the United 
States in 1915 there was a rate of 61 and, in 1932, 
63 per 10,000 live births (6.1 and 6.3 per 1,000 
live births). In comparison with the “trends” in 
practically all other branches of medicine, ob- 
stetrics is a laggard. This subnormal showing is 
world-wide. That it should continue to exist in 
America is incompatible with the general drift to- 
ward improvement in all departments of our scien- 
tific, social and commercial life. 

Obstetrics can and must keep pace with this 
wave of betterment. Times have changed. The 
public is better informed. Each and every com- 
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TABLE 4 
U. S. Department of Labor, Children’s Bureau, Washington 
Publication No. 229, Elizabeth C. Tandy 


November 28, 1934 


TREND OF MATERNAL MORTALITY IN THE UNITED STATES AND CERTAIN FOREIGN COUNTRIES 


Country 1916 1917 1918 1919 
5356 4750 
x oe | aes 
a  & & =@ 
oso oe 


japan 

ithuania 

Netherlands 

New Zealand 

Northern Ireland.. 
Norway 

Salvador - 
Scotland ... c<< 
Sweden 29 
Switzerland es 
United Statest.... 61 
Uruguay ... 22 
Figures from official sources. 

t Deaths assigned to pregnancy and childbirth. 
* Provisional. 


Maternal deaths t per 10,000 live births 
1920 1921 1922 1923 1924 


1925 1926 1927 1928 1929 1930 1931 


t The United States expanding birth registration area; in 1915 it comprised 10 States and the District of Columbia, in 1933 the entire 


continental United States. 


munity throughout our Nation must exert re- 
newed efforts to the end that motherhood shall be 
safer than ever before in the history of our 
country. 

This brings us to the next subject, namely, the 
place that the United States occupies in interna- 
tional maternal mortality per 1,000 live births— 


TABLE 5 


THE INTERNATIONAL MATERNAL MORTALITY 
PER 1000 LIVE BIRTHS IN 1927 WAS: 


Italy 2.2 10. France 

Holland 2.6 11. Ireland 

Sweden 2.7 12. Spain 

Norway 2.8 13. Switzerland 
Japan 3.5 14. Austria . 
Russia 3.5 15. Scotland . 
. Finland 3.6 16. New Zealand 6.0 
Eng. & Wales 3.8 17. United States 6.7 
. Hungary 4.0 


. 


CRONAUARON 


Table 5—Italy, Holland, Sweden, Norway, and so 
on down to the United States, which is 17th on 
the list with a rate of 6.7 per 1,000 live births. 
Since this table was made the United States has 
improved her rate and has moved up to ninth 
place. Even this is a very poor showing. The in- 
adequacy of the comparability of maternal mor- 
tality rates between the various countries largely ac- 
counts for our very poor showing, as Dr. E. C. 
Tandy’s article—“Comparability of Maternal Mor- 
tality Rates in the United States and Certain For- 
eign Countries,” United States Department of La- 
bor, Children’s Bureau, No. 229, very graphically 
illustrates. In table 6 we have the maternal mor- 
tality rates that would have obtained in the United 
States under the methods of assignment of certain 
foreign countries and also the official rates of these 
countries. The maternal mortality rates for the 
United States, if the “assignments of cause of 
death have been made in accordance with the official 
practice in the respective foreign offices, are, with 
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TABLE 6* 

MATERNAL MORTALITY RATES THAT WOULD HAVE 
OBTAINED IN THE UNITED STATES UNDER THE 
METHODS OF ASSIGNMENT OF CERTAIN FOREIGN 
COUNTRIES AND THE OFFICIAL RATES OF THESE 
COUNTRIES: 1927 

Deaths assigned to the puerperal state 
per 10,000 live births 

———— = 





co —-- 


Puerperal 
septicemia 


ountry ? 


Country 


of country ? 


ate of United States 
‘ under method of assignment 


swe WNod®i aw: 


of specified foreign country ! 
Rate of United States 

of specified foreign country ' 
Official rate of country *. 


+ under method of assignment 
of specified foreign co 


: under method of assignment 
* Official rate of country ? 
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1 Estimate based on sample of 1,073 deaths that occurred in the 
United States in 1927. 

? Figures from official sources. 

* Not significantly different from the United States official rate. 

* Rate for 1931. 

5 Based on total births reported as live. 


* United States Department of Labor, Children’s Bureau, Publi- 
cation No. 229, by Elizabeth C. Tandy. 

the exception of Scotland, in excess of the official 
figures of the respective countries” (Tandy). Nor- 
way, for example, with an official rate of 24.5 
when computed on the same basis as for the United 
States, would have 53.5 per 10,000 live births, com- 
pared with the official rate of 64.7 for the United 
States. Such comparisons are made in the table 
for 15 other countries. Notice that the maximum 


MEDICAL TIMES ® MAY, 1935 








nintl 
tality 
assig 
with 
Unit 
thos 
State 
not 

as Ol 
impr 
and 

mate 
CI 
ternz 


1933 


ask ¢ 
her n 
answi 
be fo 
be di: 
ond, : 
Th 
with 
with 
third, 
the n 
of ge 
vidua 
pectai 
All 
and e 
the la 
tor m 


MEDIC 





rate, computed in the manner outlined, is 68.4, for 
Denmark, whereas the official rate for this country 
is 40.5 per 10,000 live births. Furthermore notice 
that the rate, when computed under the same as- 
signments, for Australia is 64.6; for New Zealand 
64.2; and for the Netherlands, 64.0. 

The International System of the Causes of Death 
is pretty generally used all over the world, but un- 
less it is used in conjunction with the Manual of 
Joint causes of Death, we do not get the true 
picture. It is obviously unfair, therefore, as is 
commonly done, to assign the United States to 
ninth or tenth place down the list of maternal mor- 
tality rates, without due regard for the methods of 
assignment of the causes of death as compared 
with certain foreign countries. If we compute the 
United States rates by the same methods used in 
those countries, which is only fair, the United 
States moves up to fifth place. But even this is 
not good enough for a progressive country such 
as ours. Our position can and should be materially 
improved. We are first in many accomplishments 
and why should we be less efficient in dealing with 
maternal life? 

Chart 1 gives a composite picture of the ma- 
ternal mortality situation in the United States for 
1933. 


CHART 1 


Maternal Mortality in the United States, 1933 
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Source. U. 5. Buresu of tne Census 


Let us now pass on to our own community and 
ask ourselves this question—Can Brooklyn reduce 
her maternal mortality and morbidity rates? The 
answer is Yes, and the “ways and means” are to 
be found in the word EDUCATION, which must 
be directed first to the medical profession and, sec- 
ond, to the lay public. 

The responsibility for better obstetrics lies, first, 
with the medical profession as a whole; second, 
with the individual members of the profession; 
third, with society as a whole, as represented by 
the numerous organizations for the improvement 
of general health conditions; fourth, with the indi- 
vidual members of society; and fifth, with the ex- 
pectant mother herself. 

All these responsibilities can only be assumed 
and executed by proper education of the doctor and 
the lay public. The proper education of the doc- 
tor must be the initial step in this scheme. He is 
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the key-man; without him there can be no begin- 
ning. It would be futile to educate the public to 
recognize and demand certain minimum obstetric 
standards if the medical profession failed to make 
these standards available. It would be equally in- 
effective to provide obstetric care of the highest 
possible standards if the public did not understand 
the need to avail itself of such care. 

It is perfectly obvious, from surveys already 
made in our own and throughout many toreign 
countries, that education—professional and lay— 
and the provision of adequate professional care 
have not been entirely successful. In substantiation 
of these statements may be cited the fact that dur- 
ing the past twenty-five years maternal mortality 
rates have not been materially reduced, and again 
in the New York Academy report 65 per cent. 
of the deaths were adjudged preventable, that is, 
were due to lack of judgment, lack of skill, or care- 
less inattention on the part of the attendant (doc- 
tor or midwife). 

I am not unmindful of the fact that childbirth 
will always carry with it some risk, yet much mor- 
bidity and mortality is preventable. The physician, 
it is true, is not always to blame for maternal mor- 
bidity and mortality ; indeed many times he is not, 
for the Academy report showed that the patient 
was to blame 35 per cent of the time. What can 
he do, for example, with a case of placenta previa 
that bleeds herself into severe shock before the 
family doctor or the specialist is called? Likewise, 
the toxic case who needs must have a convulsion 
before she or the family will call a doctor. Women 
and their families, including the husbands, must be 
taught that pregnancy and childbirth call for expert 
intelligent supervision from the beginning, to and 
through labor and the puerperium. Until the pub- 
lic demands better obstetrics the doctor, that is, 
most doctors, will not practice better obstetrics. 
What, then, shall we do with the doctors? Will 
some governmental agency compel them to be bet- 
ter obstetricians, or will organized medicine under- 
take the job? The answer, I think, is perfectly 
evident to this audience. 

Any program which has for its aims the reduc- 
tion of maternal morbidity and mortality rates must 
take into consideration the following: 

(1) The medical school— 
(a) Better teaching of obstetrics and gyne- 
cology is basic. 
(b) More hours in the curriculum and re- 
sponsibility stressed. 
(2) Post-graduate instruction in obstetrics and 
gynecology 
(a) Long courses. 
(b) Short or “refresher” courses. 
(3) Hospitals—Municipal, Voluntary and Proprie- 
tary 
(a) National, State and Local Hospital As- 
sociations. 
(b) Staff — Doctors, 
Nurses. 
(c) Department of obstetrics and gynecology. 
1. Prenatal clinic (separate). 
2. Wards—semi-private rooms — private 
rooms. 
3. Isolation wards and rooms. 


Residents, Interns, 





4. Delivery rooms. 
5. Operation rooms. 
6. Nursery. 
7. Laboratory. 
(4) Educational activities 
(a) Doctors. 
(b) Public. 
(c) Hospitals—(including Lay Boards). 
(d) Nurses. 
Nursing activities 
(a) Hospital nurses 
graduate). 
(b) Private nurses (all registries). 
(c) Public Health Nurses. 
(d) Visiting Nurses Associations. 
(6) Home deliveries. 
(7) The midwife. 
Naturally time does not permit the discussion 
of every item in this program for the reduction of 
maternal morbidity and mortality. However, let us 
take up a few of the most important topics. It 
seems to me that the medical school is the natural 
starting point. It is here that the doctor’s medical 
education begins. Today in many of our medical 
schools obstetrics and gynecology are inadequately 
taught. We need, therefore, better teaching in 
these subjects. In most schools we need more 
hours in the curriculum devoted to obstetrics and 
gynecology. Furthermore, responsibility needs to 
be more adequately stressed. Many teachers fail 
utterly to impress the student with the real re- 
sponsibilities of clinical obstetrics. Naturally, if 
the doctors themselves look upon clinical obstetrics 
as a branch of medicine to be practiced by every 
“Tom, Dick and Harry” who is licensed by the 
state to practice medicine and surgery, irrespective 
of his training, how can we expect the lay public to 
think of it in any different light? Until we doctors 
think of obstetrics as we do of surgery—a major 
branch of medicine, the successful practice of 
which requires adequate training—we will not get 
very far in improving maternal morbidity and mor- 
tality rates. Fortunately, Brooklyn has a Class A 
medical school that has allotted obstetrics and 
gynecology an equal number of hours of instruc- 
tion with surgery, giving medicine 2.3 hours to 1 
hour of obstetrics and gynecology, which is as it 
should be. Many schools have a curriculum which 
gives surgery 2 or 4 hours to 1 hour of obstetrics 
and gynecology, which is all wrong since the young 
physician will do obstetrics but will not attempt 
major surgery. 
Post-graduate instruction in obstetrics and gyn- 
ecology is, by far, more important than has hither- 
to been thought. * 


(undergraduate and 


Both long and short or “re- 
fresher” courses should be available in every com- 
munity. Brooklyn is largely responsible for popu- 
larizing the short or “refresher” post-graduate 
course for the busy doctor who feels that he can- 
not leave his practice long enough for the usual 
post-graduate course. The “Brooklyn way,” al- 
though inadequate, helps the practitioner to do bet- 
ter obstetrics and therefore should be encouraged 
in every community in America. Indeed, many 
states or counties throughout the South and West 
have provided such post-graduate instrifction for 
their doctors. 
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The good hospital is a very important ally in the 
fight for lower maternal morbidity and mortality 
rates. The poor hospital is a distinct menace to 
every parturient woman, for here infection. is ram- 
pant and the complications of labor are inade- 
quately handled. Our hospitals must cooperate in 
this program, as otherwise the lay public will lose 
confidence in them. The American College of Sur- 
geons has done much to bring hospitals up to satis- 
factory standards, particularly the departments of 
obstetrics and gynecology. For example, in Brook- 
lyn there are 47 institutions which care for ma- 
ternity patients but only 25 of these are approved 
by the American College of Surgeons. The public 
should know the facts and thus protect its mothers 
from the hazards of a sub-standard hospital or 
sanitarium. The so-called “Nursing Home” should 
have no place in a modern maternity program for 
it can neither be regulated nor supervised. 

Before leaving the subject of hospitals I should 
like to give you in concrete form the minimum 
hospital facilities for maternity patients as re- 
quired by the American College of Surgeons. Here 
they are: 

1. Segregation of obstetric patients from all 
others in the institution. 

2. Special facilities available for immediate 
segregation and isolation of all cases of infection, 
fever, or other conditions inimical to the safety and 
welfare of patients within the department. 

3. Adequately trained personnel, the entire 
nursing staff to be chosen especially for work in 
this department and not permitted to attend other 
cases while on obstetric service. 

4. Readily available, adequate laboratory and 
special treatment facilities under competent super- 
vision. 

5. Accurate and complete clinical records on all 
obstetric patients. 

6. Frequent consultations encouraged on ob- 
stetric service; a consultation made obligatory in all 
cases where major operative procedures may be 
indicated. 

7. Thorough analysis and review of all clinical 
work of the department each month by the medical 
staff, with particular consideration of deaths, in- 
fections, complications, or such conditions as are 
not conducive to the best end-results. 

8. Adequate theoretical instruction and prac- 
tical experience for student nurses in prenatal, par- 
turient, and postpartum care of the patient, as well 
as the care of the newborn. 


In the education of the lay public there should 
be organized and supervised publicity through: 
(a) newspapers and magazines; (b) radio broad- 
casts (in which Brooklyn has taken a leading part) ; 
(c) both women’s and men’s clubs; (d) Parent- 
Teachers’ Associations; (e) Maternity Center As- 
sociations; (f) Y. W. C. A. and Y. M. C, A,; 
(g) and Chambers of Commerce. Until this is done 
the medical profession will not receive the coopera- 
tion necessary to wage a successful fight in the 
reduction of morbidity and mortality incident to 
childbirth. 

Remember that organization—education—direc- 
tion (every organization needs direction) will re- 
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duce maternal morbidity and mortality in any com- 
munity. 

Home deliveries, since a large proportion of con- 
finements are done by the general practitioner, are 
a matter of great importance. 
economic stress home deliveries are on the increase. 
We must face the facts and exert every effort to 
make home deliveries safer than they formerly 
were. Certain cases can and under certain circum- 
stances should be delivered at home, provided 
ample facilities and competent medical attention, 
equipment and assistance are available. In the New 
York Report about 15% of all deliveries took place 
in the home with a mortality rate of 1.9 per 1,000 
live births, whereas the hospital rate was 4.5 per 
1,000 live births. To the casual observer this very 
much lower rate in favor of home deliveries looks 
bad for the hospitals, but on analyzing the facts it 
becomes evident that only normal cases remain at 
home while the complicated cases either go or are 
sent to the hospital. The comparison is obviously 
unfair unless certain explanations are forthcoming. 
Delivery in some homes is safer than in some hospi- 
tals, but we cannot subscribe to the unqualified 
statement that home delivery is safer or even just 
as safe as hospital delivery. No home delivery is 
as satisfactory as delivery in a good hospital, as- 
suming the doctor to be equally competent in either 
instance. 

The midwife once played an important réle in 
the obstetrics of New York City, due no doubt to 
the large uneducated European emigration. This is 
not so today. Twenty years ago the midwife de- 
livered 40.3% of all cases in the City of New York, 
whereas today she delivers only 6.1% (Fig. 1). 


Fic. 1 


Under the present» 


























a 
ie a: 











61) 


a il i 


Courtesy Dr. Haven Emerson, N. Y. City 














“ape ‘2 








This would seem to indicate that the laity, through 
bitter experience and education, have come to real- 
ize that pregnancy and parturition are too im- 
portant and too technical to be managed by those 
without adequate medical training. This is as it 
should be. The midwife has no place in modern 
obstetrics and the sooner she is entirely eliminated 
the better. A sign of the times is the announced 
closing of the school for midwives at Bellevue. 
Brooklyn stands in an unique position as regards 
the reduction of her morbidity and mortality rates, 
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and as proof of this I call your attention to the 
following : 

1. Brooklyn has the only Chapter of the Ameri- 
can College of Surgeons with absolute control of 
all those who enter from this community. 

2. Brooklyn has the first and only Credentials 


. Committee of the American Board of Obstetrics 


and Gynecology, thereby assuring the admission of 
only competent obstetricians and gynecologists to 
this organization. Of course, there are those who 
say, “What the hell! This organization has no 
standing.” Well, I can assure you that it has and 
before very long it will have more, for licensure is 
prerequisite for appointment to many hospitals even 
today in Brooklyn, and the American Board is only 
five years old, 

3. Brooklyn has its own gynecological society— 
made famous by Skene, Byrne, Jewett, Dickinson, 
Pomeroy, Polak and others—that has done yeoman 
work, both by precept and example, for the better- 
ment of obstetrics and gynecology in Brooklyn— 
yes, throughout the Nation. 

4. Brooklyn has a Class A medical school which, 
in conjunction with the County Medical Society, 
is sponsoring short post-graduate courses for the 
practitioner. 

5. Brooklyn pioneered in short post-graduate 
instruction, including obstetrics and gynecology, and 
is still forging ahead in this work. 

6. Brooklyn has several outstanding maternity 
pavilions, a part of and yet entirely separate from 
Class A general hospitals, which is as it should be 
(Dr. DeLee notwithstanding), for only by such an 
affiliation can the proper functioning of a complete 
consultation service be had. This is most important 
in relation to the improvement in maternal wel- 
fare. 

7. The Kings County Medical Society has estab- 
lished, as a standing committee, a Committee on 
Maternal Welfare, composed of 21 obstetricians 
and gynecologists, which has, although only four 
months old, planned an extensive program looking 
to the betterment of obstetrics in this Borough. 
Incidentally, I may cite the fact that the New Jer- 
sey Maternal Welfare Commission, which started 
as a state affair, now has a committee in every 
county in the state. In Essex County, since 1923, 
they have reduced their maternal mortality rate 
from 6.9 to 4.4. In Newark the rate has dropped 
from 7.4 to 4.5. So maternity welfare committees 
are doing a good job in New Jersey and Brooklyn 
should do just as well. 

8. Lastly, but by no means the least important, 
is the fact that Brooklyn has a fine and efficient 
organization of visiting nurses that the practitioner 
may use to advantage, with a minimum of expense 
or no cost at all, in bettering his obstetric work in 
the home. Furthermore, for those who can pay, the 
Nursing Bureau of Brooklyn is equipped to furnish 
hourly nursing service, as well as a sterile maternity 
package to the practitioner for home deliveries. 

After all is said and done, the doctor is the all- 
important “cog in the wheel” in this business of 
reducing maternal mortality and morbibity rates, 
and this individual—the doctor—can find his final 
answer in the 7th chapter, 12th verse of the Gospel 
according to St. Matthew, which reads: “There- 
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fore all things whatsoever ye would that men 
should do to you, do ye even so to them.” Trans- 
lated into colloquial obstetric English this means: 
“Do the same kind of obstetrics for the other fel- 
low’s wife, mother or sister that you would like 
him, if he were the doctor, to do for your wife, 
mother or sister.” 
643 St. Mark’s Avenue. 





Better Obstetrics 
(Concluded from page 140) 


than those in hospitals. This is what might be 

expected. Adequate hospital facilities must be 

provided for maternity patients, which should 
include, as advised by the American College of 

Surgeons: 

Segregation of obstetric patients from all 
others in the institution. 

Special facilities available for immediate 
segregation and isolation of all cases of in- 
fection, fever, or other conditions inimical to 
the safety and welfare of patients within the 
department. 

Adequately trained personnel, the entire 
nursing staff to be chosen specially for work 
in this department and not permitted to at- 
tend other cases while on obstetric service. 
Readily available, adequate laboratory and 
special treatment facilities under competent 
supervision. 

Accurate and complete clinical records on all 
obstetrical patients. 

f. Frequent consultations encouraged on ob- 
stetric service; a consultation made obli- 
gatory in all cases where major operative 
procedure may be indicated. 

Thorough analysis and review of the clinical 
work of the department each month by the 
medical staff with particular consideration to 
deaths, infections and complications. 
Adequate theoretical instruction and prac- 
tical experience for student nurses in pre- 
natal, parturient, and postpartum care of the 
patient, as well as in the care of the new- 
born. 


VII Co-OPERATION WITH MEDICAL ORGANIZATIONS 
AND PUBLICITY TO THE MEDICAL PROFESSION 
The Committee recommends that the New 
York Obstetrical Society appoint a Committee 
to co-operate with the Department of Health, 
the Department of Hospitals, and other agen- 
cies, in order to accomplish the above recom- 
mendations regarding midwife practice, under- 
graduate and postgraduate education, regula- 
tion and registration of physicians practicing 
obstetrics, supervision of all hospitals doing 
obstetrics which do not conform to the mini- 
mum standards of the American College of 
Surgeons, and to evolve a plan for a Board of 
Regional Consultants in Obstetrics and Gyne- 
cology. We further recommend that, with re- 
spect to our Report, such a Committee be em- 
powered to consider and act in the matter of 
publicity to the medical profession, as well as 

to the lay public. 


In conclusion—we believe that maternal mor- 
tality and morbidity can be materially de- 
creased. This can be accomplished in part by 
further education of the general public, raising 
the standard of hospitals, and better super- 
vision and education of the midwife, if, for 
economic or other reasons, she must still be 
employed. 

We believe, however, that the principal fac- 
tors in improvement will be in the more thor- 
ough teaching and training of the undergrad- 
uate in obstetrics, the establishment of more 
internships in obstetrics, and abundant oppor- 
tunity given to physicians for graduate work. 

580 Park Avenue. 


News and Notes 
From Our Washington Correspondent 


When we were a student at the Harvard Medical School 
under Dr. Oliver Wendell Holmes (back in the Middle 
Ages), Boston was the home of cults—X-Science, home- 
opathy, and all the prevailing myths. In fact, though 
Unitarianism was the general belief, one could choose his, 
or her, own religion from Mithra to total immersion. 
Mother Baker Eddy had just emerged from her doubtful 
past to “discover” Bible truths that had eluded the Chris- 
tian Fathers and the “pin-head pills” were received by a 
chosen few as panaceas for all ills. Women medical stu- 
dents were scorned and their rare visits to the amphi- 
theater were made most embarrassing by male lecturers, 
who directed their shafts of ridicule (and smutty stories) 
at the hapless girls. It was a great age, when we daily 
doffed our hats to Lowell, Phillips Brooks, Edward Ever- 
ett Hale and our beloved teacher of anatomy, Dr. Holmes. 

And now Washington has become the home of cults, 
thanks to the press and radio, and the younger generation 
can take its choice as we did. 

Medicine and surgery have made marvelous progress, 
but superstition has not died out and a flow of patent 
medicines “cures” every ill. It may not be generally 
known, but in the neighboring state of Pennsylvania it is 
estimated that a million white persons, not to speak of 
colored ones, still believe in and cultivate a sort of 
voodooism. 

Contraception is rife, but it never will become a na- 
tional issue, as Margaret Sanger has been turned down 
for good in her fight with Congress, and sterilization of 
the “unfit” is confined to twenty-five states and, as Fish- 
bein has emphasized, no one can look far enough into the 
future to predict how far heredity can be overcome by 
environment. Mark Twain once said: “Posterity never 
done nothing for me,” nor need we worry about it. 

Washington, country village as it still remains, is none 
the less in a stimulating atmosphere and New York is 
far away from our quiet surroundings. 

We are the home of anniversaries, society meetings 
(largely of women), and “reform,” and every day brings 
fresh interests. Here are truly “all sorts and conditions 
of men” to whet one’s curiosity as to where they come 
from and what they think. 

.Ce. 


Fingerprints May Change 


In a late report Dr. E. E. Free points to the successful 
operation by Dr. H. L. Updegraff, of Hollywood, as proof 
that even fingerprints may be falsified. In restoring the 
usefulness of a maimed finger Dr. Updegraff grafted skin 
from the palm to the forefinger and as a result the print 
was completely altered. The only telltale signs were the 
tiny scars on the finger and the palm. At about the same 
time Dr. Leonido Ribeiro, of Paris, pointed out to the 
Academy of Medicine that in rare instances fingerprints 
have been known to change as the results of physical 
development, age, or disease. 
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Cultural Medicine 





Notes on Ernst Krackowizer, Surgeon to the 


Brooklyn City Hospital 





With Some Remarks on the Réle of the Hospital as Fostering Mother 


“In Krackowizer was the grasp of intellect and the 
breadth of character which make the equal of the greatest.” 
—Jacobi. 
Great distinction accrues to a hospital when it has 
trained men who reach eminence in medicine. That 
Walter Reed, world figure, was nurtured as an in- 
tern by the Brooklyn City Hospital, is glory enough, 
but we think it gained an earlier distinction in serv- 
ing Ernst Krackowizer, visiting surgeon, as a kind 


of springboard wherefrom he leaped into New 
York leadership in his profession. The writer, 
entering the Brooklyn Hospital as an intern in 1894, 
found the Krackowizer tradition still pervading the 
place, as is so often the case when our institutions 
become identified with personalities of force, charm, 
and great talent. The two become interchangeable 
—the hospital is synonymous with the great doctor, 
and derives greatness from him, and vice versa; it 
is a fine spectacle of balanced harmony—like the 
acid-base balance of the organism, wherefrom pro- 
ceeds perfect function. It is in this wise that we 
think of an Alexander J. C. Skene, a John Byrne, 
a John B. Murphy, a William Osler, or an Ernst 
Krackowizer, historic, yet now almost mythical 
figures, all. In a primitive age men of their cal- 
iber became permanent gods ; let us be primitive for 
a tew moments at least, whenever we look back at 
our medical heroes. 


From the Editorial Research Department of the Medical Tim d 
Long Island Medical Journal. aes 
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The college usurps too much credit in the forma- 
tion and growth of the physician who is going to 
be a great credit to his profession and to the world. 
It is the hospital that takes the neophyte Walter 
Reed from his kindergarten—the medical school— 
and gives him the slant that is to determine his 
tastes, his talent, and his destiny. And it is the 
hospital, and the hospital only, that permits the ulti- 
mate fashioning of the Krackowizer symbolized in 
Henley’s poem, “The Chief”: 

We hold him for another Herakles, 


Battling with custom, prejudice, disease, 
As once the son of Zeus with Death and Hell. 


The Brooklyn City Hospital (now the Brooklyn 
Hospital) was incorporated in May, 1845. The first 
building was occupied in 1846, the second was 
erected in 1851-2, the third (Low Maternity) in 
1893, and the present imposing plant in 1914-16. 
Thus it is the oldest of the Borough’s hospitals. 

In the first structure it was possible to care for 
only ninety patients in the course of a year, as shown 
by the first report, published in 1850, although the 
dispensary service was relatively “heavy” (4,000 
cases treated in 1846, the opening year). 

The great expansion of the hospital in 1851-2 
(160 beds) was almost coincident with the arrival 
in New York (June 28, 1850) of Ernst Kracko- 
wizer, fresh from the battlefields and clinics of 
Europe. He settled in Brooklyn and served as sur- 
geon to the Brooklyn City Hospital until his removal 
to Manhattan in the autumn of 1857. 

It was in 1858, after his Brooklyn City Hospital 
apprenticeship—which was without a doubt his 
American educational preparation for a brilliant 
career, that he introduced laryngoscopy into this 
country. We can trace in the literature, during the 
Brooklyn period, some of his early work. Thus he 
contributed six papers, during 1852, to the New 
York Medical Monthly, covering a wide range of 
surgery, which are listed in Jacobi’s Biographical 
Sketch. In addition to these, the writer has found 
two more in the New York Journal of Medicine, 
one a paper read on March 16, 1855, before 'the 
New York Academy of Medicine, on luxation of 
the head of the radius, the other a paper read before 
the New York Pathological Society on February 
27, 1856, on metroperitonitis. 

The laryngoscope had been developed to a prac- 
tical diagnostic point in Europe by Czermak, Tiirck 
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and others, following Manuel Garcia’s pioneer work 
in 1855. The Viennese announcements of Czermak 
and Tiirck were made in March and June of 1858, 
but before the year had expired Krackowizer had 
sent over for the new instrument. We next find 
him discussing Church’s paper on the laryngoscope 
at a meeting of the New York Academy of Medicine 
on March 6, 1861 (Bulletin of the New York Acad- 
emy of Medicine, Vol. 1, 1861, p. 162) : 

I have very little doubt but that I was the first person 
in this country who saw the vocal cords in a living subject. 
I sent over for this instrument in 1858, and very soon after 
I hada case where I had an opportunity to use it. The 
patient was a gentleman from Texas who suffered from 
tuberculous disease of the larynx and lungs. After fre- 
quent and rather prolonged sittings, I succeeded in seeing 
the vocal cords. I was enabled to state that there was no 
ulceration of the parts present, but that there was stenosis 
of the cartilages from immobility in their joints. I used 
the reflector which was first constructed two years ago 
by Otto and Reynders, and with which the one claimed 
to be the invention of Mr. Tiemann is identical. I do not 
think it is necessary to depress the tongue by the use of 
an instrument, for the patient can do it himself with his 
finger. Finding that I could get along without the 
I gladly dispensed with it. 

Speaking before the surgical section of the New 
York Academy of Medicine on April 25, 1862 
(Medical Record, June 28, 1862), Krackowizer 
stated that tracheotomy had been performed two 
hundred and fifty times in New York and Brook- 
lyn, oftener than in Great Britain and Ireland, and 
oftener than in Germany, and reported thirty-one 
cases of his own. This suggests that some of the 
work had been done in Brooklyn. It is also possible 
that his pessimism with respect to results—he 
warned against promising much in the way of per- 
manent or even temporary relief—may have been 
one of the reasons for his interest in the laryngo- 
scopic approach to the respiratory tract. 

It was in 1886 that Reginald Fitz fixed our at- 
tention upon the pathology of the appendix, but we 
must not forget that some pretty thorough work 
had been done long before by Mestivier (1759), 
Louyer-Villermay (1824), and Melier (1827), the 
last of whom diagnosed the first case during life. 
Therefore it is not surprising to find Krackowizer, 
in 1871, discussing the pathogenesis of “abscess of 
the appendix vermiformis.” Before the Medical 
Society of the County of New York, on April 3, 
1871, he described the series of pathological changes 
that had taken place in three of his cases—ulcera- 
tion, perforation, the process by which exudates 
walled off the pus, and the presence of older ad- 
hesions, with traction upon the angulated appendix 
rendering patulous its opening into the cecum, thus 
inviting the formation of fecal concretions. He 
associated the old adhesions with the ulcerative 
process. 

Jacobi, in his Biographical Sketch of Kracko- 
wizer, lists and analyzes twenty-five surgical con- 
tributions to and discussions in the publications of 
the period, the dates ranging from 1852 to 1873. To 
these, the present writer would add the two already 
alluded to in these notes, and another found in the 
New York Journal of Medicine (Vol. V, Third 
Series), consisting of remarks on September 22, 
1858, before the New York Pathological Society, on 
aneurysm of the aorta. Doubtless’ other material 
is buried in the literature, but the writer’s researches 
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have not revealed it, The Index Catalogue of the 
Surgeon General’s Office classifies its topics under 
special subjects and a search becomes a needle-in- 
the-haystack affair. 

In view of Krackowizer’s special interest in path- 
ology, and his presidency of the New York Patho- 
logical Society, we see a probable significance in the 
erection in 1858, by the Brooklyn City Hospital, of 
“Pathological Hall,” for this enterprise seems to 
have marked the culmination of Krackowizer’s 
Brooklyn influence. “This Hall indicated the ad- 
vance in the profession by which its characteristics 
of theorizing and conjecture were being superseded 
by the study of facts. A separate and commodious 
building, its first floor was devoted to the require- 
ments of pathological study, while the second floor 
contained the lecture room, constructed on the plan 
of the modern amphitheater, the galleries of which 
were arranged as a museum and library.” 

During his eighteen years of practice in New 
York, Krackowizer attended at various times the 
German, the Mount Sinai, the New York, and Belle- 
vue Hospitals. During the “War Between the 
States” he served as Special Inspector of Hospitals, 
operating at times at the seat of war. 

Krackowizer’s consulting practice was vast. From 
Jacobi we cull the following characterizations: In 
scientific circles he was the principal thinker and 
the best speaker. . . . Not a more brilliant, more 
solid, more universal, more modest, more useful 
man. . . An immense learning and thinking has 
been buried [in Ossining] in that quiet grave. ... He 
was one of those whose brow had been touched by 
the genius of intellectual and moral superiority. . . . 
No eulogy will ever reach the eloquence of his life 
and death. 


Let us attempt a reconstruction of the formative 
years of this man, of whom Jacobi said: “Never 
have the Brooklyn surgeons parted with a colleague 
more unwillingly than at that time,” and in whose 
honor four thousand persons filled Steinway Hall 
to overflowing on October 22, 1875, at which meet- 
ing the Honorable Carl Schurz made the chief 
memorial address, 

Ernst Krackowizer was born December 3, 1821, 
in Spital am Pyhrn (hospitium at Montem Pyhrn), 
a small town in Upper Austria. His parents, Fer- 
dinand and Therese Richter Krackowizer, were cul- 
tured, moderately circumstanced folk. He was edu- 
cated at the gymnasium of Kremsmiinster and ma- 
triculated in the medical faculty of the University of 
Vienna in 1840. For his third year he went to 
Pavia, in order to learn Italian, the fourth and 
fifth years being spent in Vienna, where he was 
graduated. He began practice in the small town of 
Steyer, but was soon ealled to Vienna to become 
first clinical assistant to Professor Schuh, one of the 
greatest surgeons of Europe. An interesting episode 
of this period is Krackowizer’s anesthetization in 
the amphitheater of the surgical clinic, he being the 
first person in Vienna to submit to experimentation 
with chloroform, certainly a perilous adventure of 
amateurs at that time. But the young man’s career 


and at the same time the fate of the Vienna school, 






MEDICAL TIMES @ MAY, 1935 





offspring of Laénnec’s French school, were now 
mightily upset by the Revolution of 1848. Kracko- 
wizer, aS one of the revolutionary leaders, com- 
manded an important position on the walls of 
Vienna until the Croats’ conquest, holding out 
to the last in the Allgemeine Krankenhaus. He es- 
caped to the mountains, thence to Bavaria, Frank- 
fort and Tibingen. It seems to have been about this 
time that he married a young woman of his native 
province. He lectured at Tiibingen under Pro- 
fessor Victor von Bruns and was clinical assist- 
ant there for nine months. His extradition was 
then demanded by Austria and flight followed from 
Wiirtemberg to Kiel, where he again lectured in the 
University. Prussia and Austria (Schleswig-Hol- 
steinian War) pursued him and he fled again, 
this time to America, declining a post at Zurich, in 
Switzerland. Thus Austria and Germany lost one 
of their best men and America gained one “univer- 
sal in knowledge, cosmopolitan in principle, and 
national in politics.” And Brooklyn was to have 
the privilege of acting as host during the first sig- 
nificant years in America of this child of European 
Titans such as Rokitanski, Skoda, Jaeger, Kolletsch- 
ka, Helm, Schuh, Wunderlich, Henle, Miller, Dietl 
and Hebra, as it was host to another gifted pilgrim 
on the highway of life at the same time—Walt 
Whitman. 

As we have intimated, the doctrines of the Vienna 
school, under which Krackowizer had been bred, 
were smashed by the Revolution of 1848. It must 
not be thought that Krackowizer had been warped 
by the strange teachings of certain of the Vienna 
leaders. In his own views he was universal, held 
in fetters by no school, “revering medical science 
as comprehensively connected with all scientific 
facts, no matter where found and whence collected.” 
Medicine to him was also a social and humane in- 
stitution. He shared Wunderlich’s view that path- 
ology was to be considered as nothing but the 
physiology of the sick. Bearing upon his cultural 
stature, we may cite the fact that “he was as, well 
acquainted with the history of medicine as with the 
anatomical and physiological points of a diagnosis,” 
that he counted among his close friends the poets 
Uhland and Schwab, that he was one of a very 
few who strenuously resisted the expulsion, for al- 
leged rebel sympathies, of a Southern born mem- 
ber of the New York Academy of Medicine, that, 
after the war, he favored dealing with the con- 
quered South on an unmilitary basis, and that he 
advocated the abolition of the old political parties 
and a new frame in which the democratic develop- 
ment of the country could find fair play. He was 
a civilized man in a benighted period, standing un- 
equivocally for whatever promised to break chains, 
whether of color, or religion, or sex, or misguided 
medical pedagogy. 

It is interesting to consider for a moment the 
etfect upon Vienna of the loss of so many of the 
young and talented revolutionaries, like Kracko- 
wizer, who was the logical successor of Schuh. The 
fleeing of the very flower of the nation left few to 
fill the places of the giants of the Vienna school, 
and Jacobi shows that men like Billroth, Oppolzer 
and Bamberger had to be called from Switzerland, 
Leipzig and Wiirzburg. 
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The universality of the Krackowizers was a grand 
thing. Today “insatiable curiosity” is directed in 
narrow grooves. The old knowledge, it is said by 
shallow critics, could be encompassed by a single 
mind. What they forget is that lack of the facilities 
of the present made it hard to get, which evens up 
the score; indeed, we suspect that the older men 
were better men—that they had better minds. 
Krackowizer was not a warped specialist, like too 
many of today; his exploring, pioneering mind is 
revealed in his laryngoscopic investigations and in 
the chloroform episode at Vienna. His presidency 
of the New York Pathological Society and active 
membership in such organizations as the Medical 
Library and Journal Association and the New York 
Public Health Association attest his versatility, and 
in the civic phase of his life we find him functioning 
efficiently in the Committee of Seventy and in the 
Council of Political Reform. What principles of 
hospital administration he adhered to are revealed 
by his resignation from the Bellevue staff shortly 
before his death because the lay governors of the 
hospital did not hold to an agreement to leave the 
reorganization of the institution to the medical 


Obiit September 23, 1875, ztat. 53./ Jacobi, in his 
memoir, speaks of a daughter surviving. 


Living men, immersed in the day’s work, lose 
much inspiration if they have no clear conception 
of the high standards, achievements and personali- 
ties of institutional predecessors dead and gone— 
or perhaps no awareness of continuity. Such aware- 
ness furnishes a great stimulus, for the standards 
set by a Krackowizer in his period are difficult to 
eclipse, as standards, today. A kind of spiritual 
sense of continuity is imperative where the prede- 
cessors have been of great stature in their time. 
Medical history, even local or provincial history, 
serves a great purpose. 

Something of the spirit of the Krackowizers, dis- 
cernible to those atttuned or conditioned, passes into 
the atmosphere of our old hospitals. One may not 
identify it as clearly as did those soldiers in France 
who saw in the sky the English archers of Agin- 
court, but the spirit is there nevertheless, keeping 
intent watch over operating-room descendants, who 
should be better men if they sense the watch and 
revere the watcher. 
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Symposium on the Treatment of Primary Malignant 


Bone Tumors 


The Memorial Hospital Conference on the Treatment of Bone Sarcoma 


E. A. Codman, Chairman 





HE discussion centered chiefly about the advisability 
of biopsy and the best method of treatment. Dr. 
Simmons presented a quotation from Dr. C. C. Fran- 

seen, of the laboratory of the Cancer Commission of Har- 
vard University, on the diagnostic value of phosphatase, an 
enzyme produced by growing osteoblasts. This being the 
only new suggestion, it is quoted. 

“The phosphatase is increased in practically all cases of 
osteogenic sarcoma and after removal oi the tumor falls 
to normal in about two weeks. We have not had enough 
experience to say whether it is increased in the purely os- 
teolytic forms, but it has been particularly high in tumors 
containing osteoid tissues without the deposition of calcium 
salts. In metastatic tumors the phosphatase has been nor- 
mal unless they were very extensive, in which case it was 
slightly elevated. This was true in both the osteolytic 
form usually seen in cancer of the breast and in the osteo- 
plastic form occurring in cancer of the prostate. In the lat- 
ter case although new bone is being formed it is being laid 
down slowly and there is little osteoplastic activity. The 
phosphatase has been normal in giant cell tumor and chon- 
droma. In osteitis fibrosa cystica, it is slightly increased 
depending somewhat on the number of lesions, but the 
blood calcium is high and the phosphorus low, while these 
are normal in osteogenic sarcoma. In plasma cell myeloma 
the blood calcium and phosphorus are both somewhat in- 
creased but fluctuate, while the phosphatase has been nor- 
mal. In Paget’s disease the phosphatase is very high. Dur- 
ing the healing of fractures it is slightly increased, unless 
there is non-union, when it is normal. It is also increased 
in healing osteomyelitis; and, in fact, in any disease in 
which new bone is being formed.” 

Opinions regarding the value of biopsy varied. Doctor 
Ewing said that biopsy should be the last step in the diag- 
nosis of bone sarcoma. If the clinical history and the 
radiographic findings fail to satisfy, the biopsy usually is 
unconvincing. The sources of error in histologic examina- 
tion are: 1—The walls of many cysts and giant cell tumors 
contain tissue reactions closely resembling osteogenic sar- 
coma. 2—The center of many giant cell tumors provides 
no giant cells and resembles myxosarcoma. 3—The pe- 
riphery of some ossified sarcomata resemble myositis 
ossificans, and some cases of acute myositis ossificans 
are indistinguishable from sarcoma. 4—The centers of 
some periosteal fibrosarcomata show atrophic cells resem- 
bling those of benign fibroma. 5—The association, in one 
case, of sarcoma and chronic osteomyelitis, makes a most 
confusing picture. 6—Chronic granuloma, Hodgkin’s dis- 
ease, syphilis and tuberculosis may resemble sarcoma. 

Ewing, however, does not object to biopsy if limited to 
the operating table before an expected amputation, or to 
an aspiration biopsy with an 18 bore needle and suction 
(Bradley Coley says this method has given adequate tissue 
for successful diagnosis in 75 per cent. of the cases). 
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“Bloodgood advocates giving every suspicious case of 
bone lesion a course of irradiation before biopsy. If no 
distinct improvement is obtained after the first course of 
irradiation, biopsy should be carried out. If there is doubt 
from the histological picture, he advocates even more irra- 
diation while obtaining other opinions before surgery. 

Meyerding said that of the 100 cases of osteogenic sar- 
coma at the Mayo Clinic, twenty-two had biopsy. He con- 
cludes that the value of biopsy is largely dependent upon 
the experience of the pathologist in distinguishing osteo- 
genic sarcoma from other lesions of bone. In his work 
he finds the cooperation of a skilled pathologist of ines- 
timable value. He advocates biopsy with the least amount 
of trauma and with a tourniquet, if possible. He thinks 
the diagnostic aid far offsets the danger of producing 
metastases. 

Simmons advocates, when osteogenic sarcoma of a long 
bone is suspected, a large biopsy with a tourniquet, and if 
the tumor proves to be osteogenic sarcoma, in the frozen 
section, amputation at once, through the next bone proxi- 
mally, or disarticulation through the proximal joint. He 
says the time lost by subjecting the patient to adequate 
irradiation before operation more than offsets the possible 
danger of disseminating the disease, by biopsy. with a 
tourniquet in place, and immediate amputation. 

W. B. Coley believes that biopsy is fully warranted ii 
doubt exists without it, but he says that it should not 
follow preliminary irradiation. He says that it should be 
done by the surgeon who is to have the care of the case, 
and who is prepared to follow the course which biopsy 
diagnosis indicates to be best. 

The discussion of treatment centered around amputation 
or resection alone, irradiation and Coley’s mixed toxins of 
erysipelas and bacillus prodigiosus alone, and post-opera- 
tive irradiation and toxins. All agreed that the endothelial 
myeloma is ordinarily highly radiosensitive. Cases in 
which new bone is formed are highly resistant both to 
irradiation and to toxins. The rule is that the endothelial 
myeloma loses its radiosensitivity and if treated only by 
irradiation results in death in less than five years. A few 
brilliant results of treatment, with toxins and irradiation 
only, hardly warrant advice against amputation, because, 
in general, conservative treatment has been a failure. 

Bradley Coley’s figures of seventy cases of osteogenic 
sarcoma treated with irradiation alone are that only six 
are living, and that four of these have fibrosarcoma, and 
only one case has survived five years. 

The causes of failure of treatment with irradiation may 
be either progress of the local lesion or pulmonary or other 
metastases, or a combination of these. As yet there is no 
uniformity of opinion regarding the technique of irradi- 
ation. The three types of osteogenic sarcoma proving the 
most radiosensitive are: 1, a highly cellular type in young 

(Concluded on page 158) 
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The Epstein Bill for Compulsory Health Insurance 


Who Wants It? The Attitude of Labor 





for health insurance, that its coming is inevitable 

and that opposition is hopeless. As tar as I know, 
neither the patients who are to be served, nor the physi- 
cians and dentists who are to do the serving, are calling 
for insurance. All this naturally raises the question as to 
who actually wants compulsory health insurance. A look 
into the record will furnish the answer. Let us start with 
the physicians. Do they want it? ‘Vo! Emphatically No! 
Not a single organized medical society has endorsed health 
insurance. At the recent special session held in Chicago, 
the House of Delegates of the American Medical Associa- 
tion reafirmed its opposition to all forms of compulsory 
sickness insurance. It further stated that “The so-called 
Epstein Bill, proposed by the American Association for 
Social Security, now being promoted with propaganda in 
the individual states, is a vicious, deceptive, dangerous and 
demoralizing measure. An analysis of this proposed law 
has been published by the American Medical Association. 
It introduces such hazardous principles as multiple taxa- 
tion, inordinate costs, extravagant administration and an 
inevitable trend toward social and financial bankruptcy.” 
So much for the doctors. 

How about the dentists? Do they want it? No recog- 
nized official dental society has endorsed it. To quote 
from a recent editorial in the Bulletin of the Second Dis- 
trict Dental Society, “Insurance medicine and dentistry is 
entirely wrong in principle and even though it were right 
such ignorant divisions of the accrued funds for service 
have been made that the ridiculousness of the entire situa- 
tion is glaringly apparent.” 

The pharmacists and nurses have not suggested such 
a program. 

Large sums of foundation money have been spent by a 
small band of.agitators who have undertaken to induce a 
trend of public opinion favoring compulsory health insur- 
ance. In spite of their activities, the public as a whole 
remains indifferent and disinterested. 

The propagandists tell us that 90% of the wage earners 
of this country earn $3,000 per year or less, and when we 
get down to the people who earn $2,000 or less per year, 
we find a marked deficiency of adequate medical care. 
Let us assume for the sake of argument that this is true. 
What has Labor done or said about health insurance? 
There have been no reports of mass meetings or petitions 
<a workers for any scheme of this kind. Dr. Seth 
Brum, President of the Philadelphia County Medical So- 
ciety, has recently received a letter from Mr. William 
Green, President of the American Federation of Labor, 
which specifically states that Labor is against any form 
of State Medicine or Compulsory Health Insurance. The 
view of labor to-day is very much the same as it was 18 
years ago. The great labor leader, Samuel Gompers, in an 
address before the National Civic Federation in New 
York, said, “The workers of America adhere to voluntary 
institutions in preference to compulsory systems which are 
held to be not only impractical but a menace to their 
rights, welfare, and their liberty. Health insurance legisla- 
tion affects wage earners directly. To delegate to the 
government or to employers the right and the power to 
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make compulsory visitations under the guise of health 
conditions of the workers is to permit those agencies to 
have a right to interfere in the most private matters of 
life. It is, indeed, a very grave issue for workers. They 
are justified in demanding that every voluntary method be 
given the fullest opportunity before compulsory methods 
are even considered, much less adopted. The trade union- 
ists who have considered the problem and expressed an 
opinion have advised against such compulsory institu- 
tions.’ 

Max Gorenstein, delegate from the International Ladies 
Garment Workers Union, introduced and spoke on a 
resolution in favor of State Social Health Insurance at a 
convention of the American Federation of Labor. The 
resolution was unanimously rejected by the convention. 

The Massachusetts State branch of the American Fed- 
eration of Labor is on record as opposed to Social Health 
Insurance. “This proposal to compel people to do some- 
thing that they don’t want to do is un-American and is 
not in accordance with our idea of democracy.” 

Warren S. Stone is another labor leader of interna- 
tional prominence who fears compulsory health insurance. 
His opposition is based on the espionage that accompanies 
it and because of the compulsory health examination. 

Matthew Woll, a vice-president of the American Feder- 
ation of Labor, has said, “Health insurance is founded 
primarily on incompetency and improvidence; this pro- 
posal does not remove or prevent want or poverty nor 
does it deal with the cause of social and industrial injus- 
tice.” 

If the physicians, dentists, pharmacists, nurses, wage 
earners and general public do not want health insurance, 
who is it that does want it? Who are the propagandists of 
insurance that to-day seem to have such unlimited funds 
and access to organs of public information? Practically 
all these persons fall within the classes of professional 
philanthropists, social workers and, very recently, some 
politicians. 

Philanthropists and social workers have been interested 
in the relief of poverty and in securing funds to carry on. 
Their experience in distributing cash relief, according to 
their own standards and opinions of what is good for 
the person to be helped, naturally leads them to do the 
same with the services of the physician. 

The profession made up of social workers is a recent 
creation of professional philanthropy and social welfare 
No official cognizance was taken of it until the census of 
1930, and then it was found that there were some 31,240 
persons who were classified as social workers, and some 
50,000 more who were keepers of charitable and penal 
institutions, religious workers, and public probation and 
truant officers. Naturally such a new profession could 
not exist and grow unless it could find a place for itself 
in some new field of activity. Medical care of the in- 
digent and low income group is so closely associated with 
welfare work that it’s no wonder they seek to crowd the 
doctor out of his traditionally dominant place in caring 
for the sick. 

Another group that would profit from health insurance 
is composed of some politicians who would use it as a 
means of gaining influence and votes. Legal compulsory 
insurance means legislation with which to dispense wide- 
spread favors, and this is where the politician steps in 
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Do you imagine that the defiling hand of politics could 
be kept off a system that would handle large sums of 
money and provide jobs for many appointees: 

In conclusion, I wish to quote from an editorial in the 
New York State Journal of Medicine of Sept. Ist, 1934: 
“For our part, we believe that the spirit of freedom in 
America still lives. Our land is filled from the Atlantic 
to the Pacific with the sons and daughters of those who 
came here to escape the regimentation that was and is the 
curse of the old lands now showing signs of decay. That 
a nation of such ancestry should deliberately saddle itself 
with this handicap is unthinkable. And those who are 
trying to bring it about can succeed only if the rest of 
us sit idly by in a mood of defeatism and let them do it. 
No profession in America has more influence and com- 
mands more respect than the medical profession, and a 
united stand at this time for old-fashioned American 
independence will defeat this new peril to our liberties.” 





Cancer 
(Concluded from page 156) 

patients, resembling endothelioma; 2, periosteal osteogenic 
sarcoma with little or no evidence of bone involvement; 
3, medullary osteogenic fibrosarcoma. Bradley Coley rec- 
ommends irradiation rather than amputation, only: 1, when 
inoperable or of doubtful operability; 2, when histologi- 
cally definitely radiosensitive; 3, when a small periosteal 
lesion affords opportunity for combined external and 
interstitial irradiation; 4, in medullary fibrosarcoma of low 
malignancy. 

Codman concludes that in all early cases of sarcoma 
of long bones, amputation is indicated because it alone 
offers a reasonable hope of cure. In addition to ampu- 
tation there is a complementary value, in individual cases, 
in the use of toxins and irradiation. 

Ewing concluded that amputation alone cures some ad- 
vanced cases as well as some early cases of osteogenic 
sarcoma, and that neither toxins alone nor irradiation alone 
cures any. The experience of the Sarcoma Registry, pre- 
sented by Crowell, gives the same results. Sixty-four of 
the sixty-seven registered cases of five year cure of osteo- 
genic sarcoma had surgery; thirty-six had surgery only, 
while thirty-one had surgery and irradiation or toxins or 
all three. 

W. B. Coley concluded that early amputation followed 
by prolonged treatment with toxins is the method of 
choice for endothelial myeloma and osteogenic sarcoma. 

Simmons in recommending amputation for osteogenic 
sarcoma said that only in giant cell tumor is it usually best 
to employ irradiation, for, it if fails, operation can then 
be performed. 

Meyerding believes that amputation immediately follow- 
ing biopsy, with postoperative irradiation and use of toxins, 
is the treatment of choice. Of the twenty-eight so treated 
in the Mayo Clinic, seven lived more than five years, 25 
per cent. Of the 100 in the whole group treated in the 
Mayo Clinic, sixteen lived more than five years, 16 per 
cent. He said that irradiation and toxins may be the de- 
sirable treatment for many inoperable tumors. 

wanes alone advocated giving every suspicious ma- 
lignant bone lesion a course of irradiation before biopsy, 
resection or amputation. If there is no distinct improve- 
ment after the first course of treatment, biopsy should be 
carried out. If there is any histological doubt, he advocated 
even more irradiation up to one month, while getting other 
opinions. He says we must expect different advice from 
the greatest authorities, both on the interpretation of the 
x-ray film and the microscopic sections; that we have no 
evidence that immediate amputation or resection for un- 
doubted sarcoma offers more than 30 per cent. chance of 
cure, and that we have ample evidence that if all cases are 
irradiated first, in a certain percentage, at least, the limb 
will be saved. Certainly the results are not worse with 
irradiation previous to amputation. 

W..B. Coley took strong exception to such a dictum on 
the ground that during the waiting period of getting 
opinions, extensive metastases to the lungs may occur and 
lives consequently be sacrificed. 

Much interest was manifested in the Coley toxins. W. B. 
Coley, himself, said that the toxins, in order to accom- 
plish anything, must be given over extended periods, even 
into years. Bradley Coley felt that the only rationale for 
using toxins is following amputation with the hope that 
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the development of minute pulmunary metastases which 
are existent, but not demonstrable, may be prevented. He 
said that it may be that toxin treatment in this stage will 
upset the equilibrium of the metastatic cell, and render it 
non-viable. Toxins alone, or toxins combined with irradi- 
ation, have not given results that warrant their routine use. 
Their greatest value has proven to be in endothelial 


myeloma. 
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Reducing Maternal Mortality 


A nation-wide Campaign to make maternity safe has 
been planned by the Maternity Center Association, 1 East 
57th Street, New York City. The climax of the effort 
will be timed for the week previous to Mother’s Day, 
which falls this year on May 12th. 

Mrs. Shepard Krech, President of the Association, has 
sent out a widespread call for the cooperation of churches, 
women’s clubs, civic and educational institutions, offering 
without charge to supply groups with suggestions for local 
programs to improve maternity care. 

“Our object,” states Mrs. Krech, “is to make maternity 
safe. Leading authorities tell us that at least one-half the 
deaths in childbirth could be prevented by adequate ma- 
ternity care. More than 15,000 women in this country die 
annually in childbirth. The death-rate has remained prac- 
tically stationary during the last twenty years, despite the 
knowledge which exists and is available in almost every 
community in the country, which could save these women. 

“Not until the average parent realizes that the mother 
of today is not getting the care that makes motherhood 
safe will this situation be changed. It will not be changed 
so long as fathers believe they have discharged their en- 
tire duty toward motherhood by sentimental expressions 
on Mother’s Day, forgetting that there are 365 mother’s 
days in every year, and that on each of them women have 
babies. 

“Today safe maternity care is not available to every 
expectant mother at a price she can afford to pay. To- 
morrow it can be, if lay and professional people in every 
community will combine in the effort to inform parents 
everywhere what the six principles of adequate maternity 
care are, so they can demand that this care be made avail- 
able in every community, rural or urban. 

A complete medical examination early in pregnancy. 
Regular and frequent medical supervision. 

An aseptic delivery under the supervision of an ob- 
stetrician. 

Supervision, care and instruction until the mother is 
able to resume her work. 

Examination of the mother at six weeks, three 
— six months and one year after the baby is 
orn, 

6. mam for continuous medical supervision of 

aby. 

“Parents and doctors working together with community 
organizations should be able to secure complete maternity 
care for every expectant mother in the community whether 
she goes to a private doctor or to a hospital clinic. 

“Do not allow another Mother’s Day to pass without 
taking the first step toward making maternity safe for the 
mothers in your community.” 


Trichomonas Vaginalis Vaginitis 
Kahn, (Am. J. Obs. and Gyn., 28:511, 1934,) advocates 
the use of sodium perborate irrigations, followed with 
quinine sulphate powder blown into the vagina with a 
powder blower. Two cases showed toxic effects. 
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Obstetrics 


Ergot and Ergotamine Tartrate in the Puerperium 


A. K. Koff (Surgery, Gynecology and Obstetrics, 60: 
190-201, February, 1935) reports a study of the effect 
that the U. S. P. fluid extract of ergot and other ergot 
preparations have on the puerperal uterus; the uterine 
contractions were recorded by means of a sterile rubber 
bag introduced into the uterus and connected to a mano- 
meter. The experiments were performed during the nor- 
mal puerperium on patients who had had short uncom- 
plicated labors and no fever postpartum. It was found 
that the oral administration of the U. S. P. fluid extract 
of ergot and aqueous ergotole definitely stimulates uterine 
contractions in the puerperal uterus; the contractions are 
tonic and the tonus is of long duration. The optimum 
dosage was found to be 4 to 8 cc. Oral administra- 
tion of ergotoxine, ergotamine and sensibamin had only 
slight and variable effects; the response was slow, the 
contractions weak and irregular, and the tonus absent. 
Intramuscular injection of these preparations in doses of 
2 mgm. had a much more marked stimulating effect on 
uterme contractions, but not so rapid, strong, or lasting 
an effect as the fluid extract and ergotole by mouth. 
Fractions of ergot containing no alkaloids had no oxytocic 
effects; but alkaloidal fractions with ergotoxine remove 
exert an oxytocic effect identical with that when er- 
gotoxine is present. This indicates that the active prin- 
ciple is either an alkaloid, or some chemical substance 
closely associated with the alkaloidal fraction rather than 
ergotoxine. 

M. G. Der Brucke (American Journal of Obstetrics and 
Gynecology, 29:272-275, February, 1935) reports the use 
of fluid extract of ergot and ergotamine tartrate post- 
partum in a series of cases at the Coney Island Hospital 
(Brooklyn, N. Y.). In a period of forty-five days, pa- 
tients delivered during the first fifteen days were given 
ergotamine tartrate in amounts of minims daily 
in divided doses for three days; patients delivered in the 
next fifteen days were given fluid extract of ergot in 15 
minim does four times a day for three days; patients de- 
livered in the next fifteen days were used as controls with- 
out ergot medication. Only 3.5 per cent. of the entire series 
showed puerperal morbidity in the sense of a temperature 
of 100.4° F. for two consecutive days; yet approximately 
me-third of the patients given fluid extract of ergot, and a 
larger percentage of the control series, showed a tempera- 
ture of 99.8° to 99° F. for two or more days; and only 13.4 
per cent. of those given ergotamine tartrate showed sim- 
ilar temperatures. All the women in the control series 
had some lochia on discharge; it was scanty in 4 cases; 
lochia rubra was present in over 79 per cent. Forty per 
cent. of the fluid extract of ergot cases and 30 per cent. 
of the ergotamine cases showed absence or change in the 
character of the lochia on discharge; 46 per cent. of the 
fluid extract of ergot cases and él per cent. of the er- 
gotamine cases showed lochia on discharge. The 
author concludes that the administration of ergot or its 
alkaloid ergotamine tartrate in the first three days of the 
puerperium hastens involution and lessens lochia rubra, 
and checks lochial discharge by the tenth day; in his ex- 
perience, ergotamine tartrate is more effective than the 
fluid extract of ergot. 
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COMMENT 


That any oxytocic drug administered during the puer- 
perium is of distinct value in promoting involution of the 
uterus there can be no doubt. There is doubt, however, 
as to which of the drugs commonly used is the best. 
Notwithstanding Der Brucke’s work, done in the writer's 
service at the Coney Island Hospital, which showed er- 
gotamine tartrate to be more mynd than the fluid ex- 
tract of ergot, we believe fresh ergot that is known to 


be potent is the best of all oxytocic drugs. 
H. B. M. 


Placenta Previa 


In a series of 146 cases of placenta previa reported by 
J. P. Marr (American Journal of Obstetrics and Gyne- 
cology, 29:454-457, March, 1935), there were 32 cases of 
central, 39 cases of lateral and 75 cases of marginal pla- 
centa previa. There were 7 maternal deaths, 5 of which 
occurred in the operating room from hemorrhagic shock; 
one patient died after transfusion with incompatible blood, 
and one from sepsis. The maternal mortality with central 
placenta previa was 6.2 per cent. and with marginal pla- 
centa previa was 6.6 per cent.; there were no maternal 
deaths in the cases of lateral placenta previa. The ma- 
ternal mortality with cesarean section was 2.5 per cent. 
as compared with 5.6 per cent. for delivery by the vaginal 
route. The fetal mortality with cesarean section was 20 
per cent., and with delivery by the vaginal route, 49 per 
cent. The author concludes that in cases of placenta 
previa with a viable child, abdominal cesarean section 
gives the best results for both the mother and child. With 
this operation injury to the lower uterine segment is 
avoided, and this, in the author’s opinion, is “the crucial 
point,” as trauma, shock, uterine atony and postpartum 
hemorrhage “are thereby iocuieventedl” 


The Free Blood in Ruptured Ectopic Pregnancy 


W. P. Sadler (Journal-Lancet, 55:74-76, Feb. 1, 1935) 
notes that some patients with ruptured ectopic pregnancy 
do not show “the classical picture of total collapse.” Some 
are in fairly good condition, with blood pressure nearly 
normal, vo | at operation have considerable blood free 
in the peritoneal cavity. In these cases, the author be- 
lieves, there has not been a sudden rupture of the tube, 
with rapid arterial hemorrhage, but a gradual weakening 
of the tube, with a more insidious bleeding; and some 
reabsorption of the blood from the peritoneal cavity into 
the general circulation. The author has given intraperi- 
toneal transfusion of citrated blood (500 c.c. in each case) 
to 10 women; all were operated at varying intervals after 
the transfusion, and the blood was found to com- 
pletely absorbed in all but one case operated forty-eight 
hours after intraperitoneal transfusion; in this case 75 
c.c. of citrated blood was recovered. In all cases, no blood 
clots were found and the peritoneum was smooth and 
glistening. In ruptured ectopic pregnancy, however, the 
blood in the peritoneal cavity is not defibrinated, and while 
some may be reabsorbed, if left in situ, a considerable 
portion will clot, forming “a nidus of potentially infected 
or decomposable material.” The author recommends, 
therefore, that in cases of ruptured ectopic pregnancy in 
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which the patient is in relatively good condition, all blood 
clots should be removed, and the free blood withdrawn 
by suction into a bottle containing sufficient citrate so- 
lution to prevent clotting of 500 to 750 c.c. of blood; this 
should be kept at body temperature. After completion 
of the operation, this citrated blood is strained and re- 
introduced into the peritoneal cavity. This saves much 
blood that would otherwise be lost and serves as a trans- 
fusion which gives the patient a better convalescence. 


Fetal Mortality in Different Types of Toxemia 


A. J. B. Tillman and B. P. Watson (American Journal 
oy Obstetrics and Gynecology, 29:19-35, January; 1935) 
report a study of fetal mortality and prematurity in var- 
ious types of pregnancy toxemia in 1,036 cases. There 
were 188 fetal deaths that could be attributed to the toxe- 
mia. The percentage of fetal mortality that could be 
attributed to the toxemia was highest in the cases of 
severe nephritis (69 per cent.); 41.2 per cent. in cases 
of eclampsia; and 33.3 per cent. in cases of hypertension 
with late albuminuria. There were 135 cases of pre- 
mature birth, 9 of which could be attributed to syphilis 
(6 cases) or some other factor than the toxemia. The 
highest percentage of premature births attributable to the 
toxemia occurred in cases of severe hypertension with 
late albuminuria (44.4 per cent.); the cases with severe 
nephritis had 36.6 per cent. premature births. The cases 
of hypertension without albuminuria showed a low per- 
centage of prematurity. If it is considered that all the 
stillbirths and macerated fetuses in the series were also 
premature, then “the etiologic factor of toxemia in the 
termination of gestation at the seventh and eighth month” 
is still more evident. 


Vitamin Deficiency and the Toxemia of Pregnancy 


R. A. Ross (Southern Medical Journal, 28:120-122, 
February, 1935) states that in the Department of Ob- 
stetrics and Gynecology of Duke Universitv, Durham, N. 
C., it has been noted that the cases of late toxemia of 
pregnancy came largely from rural districts in the State. 
A large percentage of the patients with late toxemia were 
in a very poor state of nutrition. On checking up the 
localities from which these patients came, and reviewing 
the State morbidity and mortality statistics, it was found 
that in the areas in which eclampsia occurs most often, 
pellagra and similar diseases also show a high incidence. 
Since pellagra has been found to be a deficiency disease, 
similar dietary deficiencies may be considered as a fac- 
tor in the causation of late toxemia of pregnancy. 


COMMENT 


Dietary om og may play a part in the causation of 
the late toxemias of pregnancy but we would hazard the 
opinion that the reason for eclampsia in the localities men- 
tioned is largely due to the absence or inadequacy of 
prenatal care. In our prenatal clinic at the Methodist 
Episcopal Hospital of Brooklyn we have had only one 
case of eclampsia in the past year. In private practice 
we have not had a case in over 11 years. These facts 
would seem to indicate that proper prenatal care would 
eliminate eclampsia. 

H. B. M. 


Porphyrin Excretion in Hyperemesis Gravidarum 


L. Herold (Archiv fiir Gynakologie, 159:35-40, Feb. 22, 
1935) report the determination of the porphyrin ex- 
cretion in the urine by a spectroscopic method in 21 cases 
of hyperemesis gravidarum. In 15 of these cases it was 
found that the porphyrin excretion was definitely increased 
as compared with that of normal pregnant women. As 
there was no evidence of increased destruction of er- 
ythrocytes in these cases, the increased urinary excretion 
of porphyrin is evidence of liver injury. Involvement 
of the liver was also indicated: by the results of other 
tests of liver function. In the 6 cases in which the por- 
phyrin excretion was not increased, other liver function 
tests indicated some hepatic insufficiency. Evidently all 
functions of the liver are not equally affected in the 
milder types of hyperemesis. In most of these cases, there 
was a definite parallelism between the severity of the clin- 
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ical symptoms and the increased porphyrin excretion in 
the urine. 


Gynecology 


Treatment of Pelvic Inflammation by Heat 


L. M. Randall and V. S. Counsellor (Minnesota Medi- 
cine, 18:1-4, January, 1935) states that in the conservative 
treatment of pelvic inflammation in women, three factors 
are important: Time, rest and heat. In the application of 
heat in these conditions, the authors have found the most 
efficient method to be that devised by Elliott, which con- 
sists in the supply of water under controlled pressure. and 
temperature circulating through a specially shaped elastic 
rubber applicator placed in the vagina. The pressure is so 
seanintedl as to distend the vagina, flatten the rugae and 
press the applicator against the cervix and fornices of the 
vagina. The pressure must be regulated for each patient; 
this is best done by palpation of the amount of distention 
of the bag. The duration of the first’ treatment is from 
fifteen to thirty minutes, and this is increased by fifteen 
minutes daily to an hour; in some cases two treatments, 
each of an hour’s duration, may be given daily. At the 
beginning of each treatment, the temperature of the water 
is between 110° and 115° F.; and then is raised to the 
maximum tolerance of the patient, which is usually be- 
tween 125° and 130° The patient is examined at 
regular intervals, usually weekly, to determine the response 
to treatment. The first sign of improvement is the dis- 
appearance of pain and tenderness; later the pelvic masses 
are reduced. Improvement usually continues after treat- 
ment has been discontinued, so that it is best to give treat- 
ments for two to three weeks, and examine the patient 
again after an interval to determine whether further treat- 
ment is indicated. In 125 cases of pelvic inflammatory 
disease treated by this method, satisfactory results were 
obtained in 92, or 73.6 per cent., but in 21 of these (228 
per cent.) surgical measures (usually drainage of collec- 
tions of pus) were used in addition, so that 77.2 per cent. 
of the satisfactory results may be ‘attributed to the con- 
servative treatment. Most of these cases were chronic 
infections for which surgical treatment is more commonly 
advised; in the more acute cases, chiefly gonorrheal sal- 
pingitis, results were excellent. 


COMMENT 


If all gynecologists and all general surgeons doing 
gynecology recognized the fact that the conservative treat- 
ment of acute pelvic inflammatory disease is always the 
correct treatment much invalidism would be prevented. 
“Time, heat and rest” are certainly most important. Op- 
eration is always contraindicated except in the presence 
of abscess formation, where simple incision and drainage 
is all that should be done. 

We have found the Elliott machine most helpful in the 
application of heat to the pelvis. Certain types of pelvic 
inflammatory disease respond to heat better than others 
but all are benefited to some degree and some are “cured” 
—at least sufficiently so as not to require operation. In 
gonorrheal infections the results are most excellent. 

H. B. M. 


Irradiation in the Treatment of Ovarian Carcinoma 


J. H. Harris and F. L. Payne of the University of Penn- 
sylvania (American Journal of Obstetrics and Gynecology, 
29 :88-93, January, 1935) report 38 cases of carcinoma ot 
the ovary treated by Roentgen-ray irradiation. In 6 ot 
these cases complete removal of the malignant growth was 
possible and there was no evidence of malignancy re- 
maining (group I); in 19 cases the primary growth was 
removed, but peritoneal metastases were present (group 
II); in 13 cases there was generalized peritoneal involve- 
ment, and exploratory operation with drainage of the as- 
cites was done (group III). Of the 38 patients, 21 have 
died and 90 per cent. of these lived less than two years; 
none of 6 patients in group I have died; 4 of these pa- 
tients have survived two years and one five years. In 
comparison with 51 patients operated for ovarian carcin- 
oma, but not given postoperative irradiation, it was found 
that the irradiation treatment prolonged life in all groups, 
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and that this sag woe ation of life was most marked in 
group II. iation treatment not only prolonged 
life, but it also sdineed pain in 60 per cent., ascites in 36 
per cent., and reduced tumor masses in 31 per cent. of the 
patients in whom these symptoms were present. Irradia- 
tion was given over the = of the primary growth, the 
lymphatics draining it, and the eB peritoneal trans- 
plants. The number of treatments and dosage depended 
upon the extent of the disease; treatments were given in 
divided doses using the saturation method. 

A. Kean (American Journal of Surgery, 27 :425-429, 
March, 1935) reports that at the New York City Cancer 
Institute, all operable cases of ovarian carcinoma are 0} 
erated ; radical removal of the involved tissues is attempte 
if this is not possible as much of the tumor mass as pos- 
sible is removed. Irradiation treatment with the Roentgen- 
rays is given postoperatively, as soon as possible, usually 
in a week to ten days. The results in the cases treated 
by operation and irradiation show a definite prolongation 
of life as compared with those cases treated by operation 
alone; and in inoperable cases irradiation gives definite pal- 
liation. 


COMMENT 


Every case of ovarian carcinoma should have deep X- 
ray irradiation following operation. We have had some 
astounding results. Repeated X-ray irradiations, using 
a modified Cutard technic and em § over months and 

ven years, offer very gratifying results. For the non- 
operative case irradiation gives definite palliation and 
should always be employed. 

H. B. M. 


Ovarian Injury as a Cause of Uterine Bleeding 


C. F. Fluhmann (Western Journal of Surgery, 43:70-75, 
February, 1935) notes that pelvic inflammatory disease 
is one of the most frequent causes of abnormal uterine 
bleeding; in cases in which the bleeding was of the in- 
terval type, he has demonstrated definite ovarian pathology, 
in several instances ovarian abscess. This t of bleed- 
ing he believes is to be attributed to interference with 
normal development of the grafian follicle or corpus 
luteum. Uterine bleeding may also be associated with 
ovarian cyst with twisted pedicle, torsion of the Fallo- 
pian tube, or rupture of a corpus luteum with hemorrhage, 
and in such cases is to be attributed to injury to ripe 
follicles or corpora lutea. In cases in which there is 
uterine bleeding following trauma to the abdomen, with- 
out any gross injury to the pelvic organs, the author is 
of the opinion that. the blecding is also to be attributed 
to injury to the ovary with resulting ‘ ‘disintegration” of 
a ripe follicle or corpus luteum leading to a “premature 
menstruation.” In 4 cases recently seen by the author, 
uterine bleeding lasted several days after a fall or blow 
on the abdomen without any gross lesion to account for 
it; in 2 of these cases the menstrual period following was 
definitely delayed beyond the expected date. This delay 
he attributes to interruption of the normal cycle in the 
ovary by the injury and the beginning of a new cycle in 
consequence. In closing the discussion of this paper, 
Fluhmann says: “I realize that the evidence advanced is 
not conclusive, but it at least offers a physiological ex- 
planation for the occurrence of hemorrhage in such cases.’ 


Morbidity and Mortality in 272 Hysterectomies 


J. C. Rinaman and T. B. Sellers (American Journal of 
Surgery, 27 :282-288, February, 1935) report a series of 
272 hysterectomies in a private hospital (Southern Bap- 
tist Hospital) by 25 different surgeons; in 70 per cent. 
of these cases the chief indication for operation was the 
presence of fibroids. There were 12 deaths in the series, 
a mortality of 4.4 per cent.; eliminating a death due to 
endometrosis and chronic inflammatory disease, and a 
death due to a carcinomatous condition with preoperative 
partial intestinal obstruction, the corrected mortality is 
3.7 per cent. In the 22 cases in which vaginal hysterec- 
tomy was done, there were no deaths; in 179 cases in 
which supravaginal hysterectomy was done, the mortality 
was 2.8 per cent., and the corrected mortality 1.6 per cent. ; 
in 62 cases of panhysterectomy the mortality was 9.6 per 
cent., and in 9 cases of fundectomy, 11.1 per cent. While 
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there were no deaths in cases of vaginal hysterectomy 
the morbidity was highest in this group, 54.5 per cent. of 
the patients having a temperature over 101° F. for sev- 
eral days. This is to be explained by the fact that the pa- 
tients in this group were older and in poorer general condi- 
tion than in the other groups. Vaginal hysterectomy is con- 
traindicated if there is adnexal disease, contracted vagina, 
abnormally large uterus, or if the broad ligament is not 
sufficiently elastic; in the absence of these complications 
it is a “highly desirable” type of operation for the patients 
who are “substandard risks” and for elderly obese women. 
The authors are convinced that the important factors in 
reducing the morbidity and mortality in hysterectomy can 
be obtained by a careful preoperative preparation, blood 
transfusion to prevent shock, careful estimation of the 
“surgical resistance” of the patient by the anesthetist or 
internist, and careful selection and administration of the 
anesthesia. 


Carcinoma of the Cervical Stump After 
Subtotal Hysterectomy 


W. P. Healy and A. N. Arneson (American Journal of 
Obstetrics and Gynecology, 29:370-383, March, 1935) re- 
port that of 2,600 patients admitted to the Memorial Hos- 
pital (New York City) with the diagnosis of carcinoma 
of the cervix, there were 67, or 2.6 per cent., in which 
the carcinoma had developed in the cervical stump. The 
age grouping, clinical extent of the disease, histological 
types and symptomatology in this group of 67 patients 
were similar to those in other cases of cervical carcinoma. 
While it might be expected that patients who had under- 
gone a surgical operation for a pelvic disorder would re- 
port promptly for medical attention when gynecological 
symptoms occurred later, this was not found to be the 
case in this series, as these patients did not come under 
observation any earlier than other patients with cervical 
carcinoma. All except 3 of these cases of cervical stump 
carcinoma were treated with radium; 3 cases were given 
no treatment because of their hopeless prognosis. Of 
the 36 patients treated five or more years ago, 14 per 
cent. are living; this is a lower percentage of survival for 
five years than in other cases of cervical carcinoma treated 
at the Memorial Hospital. This may be attributed in part 
to the difficulty of making correct application of radium in 
the absence of the uterine corpus. The authors are of 
the opinion that the low incidence of stump carcinoma 
“does not justify risking the increased mortality of total 
hysterectomy instead of the subtotal operation, to prevent 
the later occurrence of cervix cancer in all patients from 
whom the uterine corpus is to be removed.” 


COMMENT 


We can heartily agree with the authors that panhyster- 
ectomy should not always be done. Where there is definite 
indication—yes. There is always added risk in panhys- 
terectomy and one should therefore have definite reasons 
for doing the complete operation. 

In twenty years’ operating in a fairly busy gynecological 
clinic with several hundred supracervical hysterectomies, 
we have seen only three cases of cancer of the retained 
cervical stump. Cauterization and “coring out” of the 
cervix renders pankysterectomy (as such) unnecessary. 
This procedure removes all the gland-bearing area of the 
cervix (the danger zone!) and usually amounts to pan- 
hysterectomy without the added risk of the usual opera- 
tive complete hysterectomy. 

H. B. M. 


Rhinolaryngology 


Intranasal Vaccine Spray in the 
Prophylaxis of Common Colds 


T. E. Walsh (Archives of Otolaryngology, 21:147- 
153, February, 1935) notes that subcutaneous vaccina- 
tion against colds has for the most part given uncertain 
and disappointing results. As recent animal experi- 
ments have shown that the intranasal instillation of 
vaccine results in the local formation of a specific anti- 
body, the author has used a vaccine applied as a nasal 
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spray for the prophylaxis of common colds. So far 
this method has been used in 81 subjects, who were 
subject to frequent infectious colds in the winter 
months, but showed no chronic sinus or tonsil infection. 
In the earlier cases, autogenous vaccines were used, 
but in these cases it was found that if colds occurred 
subsequently, other organisms than those included in 
the autogenous vaccine predominated in cultures from 
the nose and throat. In later cases a polyvalent stock 
vaccine has been employed containing the usual patho- 
gens and frequently freshened with new strains. The 
—— included were hemolytic Staphylococcus albus 
and aureus, Streptococcus hemolyticus, Streptococcus vir- 
idans, Pneumococcus (all types), diphtheroid bacilli, Fried- 
lander’s bacillus, and Bacsllus influenzae. The concen- 
trated vaccines were mixed and diluted with physiological 
saline so that the turbidity was approximately equal to 
two billion staphylococci per c.c.; thymol (0.1 per cent.) 
was added as a preservative. The vaccine thus diluted 
was applied by the patients with a nasal atomizer (De 
Vilbiss No. 203, using “six puffs” of the vaccine in each 
nostril every night. This was done each night for three 
weeks, and again for two weeks after a week’s interval, 
then for alternate two week periods for the “cold year” 
(September to May). Of the 81 patients using this treat- 
ment, 63, or 77.8 per cent., had good results, i.e., not more 
than three mild colds of two or three days’ duration where 
previously they had had three or more severe colds; 3, 
or 3.7 per cent., had fair results (more than three mild 
colds, but no severe cold); 15, or 18.5 per cent., had poor 
results, at least one severe cold. Some of the patients 
who were not classed as having good results, nevertheless 
considered that they had been benefited -by the treatment. 
As this experiment was not controlled, the author states 
that it does not permit any definite conclusions to be 
drawn, but serves only as a preliminary study to encour- 
age further investigation of this method. 


COMMENT 


The procedure which Dr. Walsh suggests is rather an 
unusual one. A number of years ago we prepared various 
vaccines to be used locally on the idea of bacteriophage. 
At that time, no effort was made to isolate any specific 
bacteria and our thought was that the by-products of the 
organisms may have had something to do with the good 
results. Dr. Walsh suggests a polyvalent stock vaccine 
which he instructs the patient to spray into the nose after 
the vaccine is diluted with physiologic salt solution to 
which a small amount of thymol is added. Of course this 
may do some good, but we cannot see what specific re- 
sult there can be. 

H.H. 


Ionization of the Nasal Mucosa 


H. Hays (Medical Record, 141:23-25, Jan. 2, 1935) re- 
ports the use of ionization of the nasal mucosa in the 
treatment of hay fever and hyperesthetic rhinitis. The 
method used is that described by H. Warwick; the nasal 
age and nasal lectrode are soaked in the solution; 
the other electrode saturated with water or salt solution 
is placed on the arm; about 10 milliamperes of current 
are used and a ten minute treatment given. If the treat- 
ment is successful the mucosa is covered with a dull 
em film. Each side of the nose is treated separately, 

ut the two treatments may be given at one sitting. The 
patient is kept under sedatives for twenty-four hours. 
Patients are kept under observation for a week after 
treatment, and instructed not to blow the nose forcibly 
during that time to avoid detaching the membrane. This 
membrane comes away of itself in five to seven days; 
it is thick and gelatinous in character. After the mem- 
brane entirely disappears, the patient usually experiences 
considerable relief of his symptoms. The author has 
treated 15 cases by this method, including 6 cases of hay 
fever, 7 cases of hyperesthetic rhinitis, and 2 cases of 
asthma. Of the 6 cases of hay fever, there was complete 
relief in 4 cases, partial relief in one case, and one failure. 
Of the 7 cases of hyperesthetic rhinitis, 5 showed good re- 
sults, one a fair and one a poor result. In one of the 
cases of asthma, results were excellent, and in the other 
unsatisfactory. Dr. M. Kaiden has reported to the author 
7 additional cases treated by this method; with good re- 
sults in 4 out of 5 cases of hay fever, fair results in the 
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fifth case; considerable improvement in one case of vaso- 
motor rhinitis; and poor results in one case of asthma 
This treatment, it should be noted, was not designed for 
the treatment of asthma, and benefit cannot be expected 
in all such cases. But the author is convinced that the 
Warwick method of ionization “presents something of 
tangible value to the rhinologist.” 


COMMENT 


Since I published this paper in January, 1 have added 
a number of other cases of + Ee rhinitis treated 
by the Warwick method and I am more satisfied than 
ever that the method gives or ge good results in cases 
of hay fever and hyperesthetic rhinitis. Unfortunately 
the asthma cases have not been benefited and there is a 
question as to whether we shall ever see good results in 
such patients. vs 


Malignant Tumors of the Nasal Mucosa 


L. W. Price (Journal of Laryngology and Otology, 
50:153-184, March, 1935) notes that during the past five 
years he has made pathological studies on a number of 
neoplasms of the nose and nasal accessory sinuses. In 
this article, a special study of 13 cases of m ant 
tumors involving the antrum of Highmore is reported. In 
this series swelling of the cheek or at the side of the nose 
was the earliest and most constant symptom; pain was 
often absent until the late stage; and in several cases 
there were extra-nasal ——- without definite localiz- 
ing signs. Histological study of malignant tumors of the 
nasal passage and accessory sinuses shows a wide varia- 
tion in the type of epithelial tumors, corresponding to 
the type of epithelium from which they arise. The author 
suggests the following classification of such epithelial 
tumors: 1. Squamous, arising from the epithelium of the 
alae nasi, inferior meatus and anterior part of the in- 
ferior turbinate. 2. Transitional, arising from the epi- 
thelium between squamous and respiratory and between 
a and neuro-olfactory. 3. Adenocarcinoma, either 
tall columnar arising from epithelium over the turbinates, 
or cubical arising from the epithelium of the middle 
meatus and the lining membrane of the sinuses. Non- 
epithelial tumors, sarcoma and endothelioma are rare. The 
nasal fossae and nasal accessory sinuses —=— be in- 
vaded tumors of extra-nasal origin. ese include 
epithelial tumors arising from epithelium of dentigerous 
origin, glandular epithelium, and squamous epithelium of 
the palate and alveolar margin. The author notes that 
the prognosis of malignant tumors of the nasal mucosa 
and accessory sinuses is usually poor, partly due to their 
close relationship to vital structures, partly to the fre- 
quency with which they invade bone, but chiefly owing 
to their inaccessibility, because they are completely sur- 
rounded by bone. 


COMMENT 


Price brings up some very valuable points and any 
study of such malignant tumors is worthy of careful 
scrutiny. One should note particularly that a swelling in 
the side of the face is the first important symptom and 
pain comes on later. — 


(Concluded in June issue) 


Tuberculosis of the Genital Tract 


Hucu H. Youns, Baltimore (Journal A. M. A., March 
2, 1935), presents a series of statistics which are in com- 
plete agreement as to the following facts concerning geni- 
tal tuberculosis: The disease arises more commonly in the 
prostate and vesicles than in the epididymis. Genital tu- 
berculosis is ultimately accompanied by tuberculosis of the 
lungs or kidneys in a large proportion of cases. If the 
seminal vesicles are involved, adequate drainage is not 
furnished by the ejaculatory ducts, and from this region 
the disease progresses downward to the epididymis or 
upward to the kidneys or lungs. The presence of renal 
tuber-ulosis, which has occurred in about 30 per cent of 
the cases, is no bar to carrying out the radical operation, 
in addition to nephrectomy, and curative results may thus 
be obtained. 
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Editorials 





Maternal Mortality 


With respect to the further reduction of maternal 
mortality, an aim to which this issue of the MEDICAL 
TimEs AND Lonc IsLAND MEDICAL JOURNAL is de- 
voted, medicine must so organize that proper pre- 
cautions shall be taken and proper care given in 
every obstetric case for which the medical profes- 
sion is itself responsible, 

Society is going to “take a look at the record” 
annually, as the Honorable Alfred E. Smith would 
say. 
Our results will have to be very impressive, if 
we are to merit and command the continued esteem 
of the people of the United States. 

Fundamentally, the problem rests in the hands of 
our obstetricians. The responsibility for the 
precious lives of our mothers is theirs, as leaders. 
They must devise and apply the remedies, vigorously 
aided and abetted by the rest of us. 


Relatives of the Insane 


When Walter C. Alvarez addressed the New 
Hampshire Medical Society on “What is Wrong 
With the Patient Who Feels Tired, Weak and 
Toxic?” (New Eng. J. Med., 212: 96, 1935), he 
said that he might have spoken of “Digestive Trou- 
bles of the Relatives of the Insane.” 

We always have patients with indefinite digestive 
troubles who have been treated for colitis, gall- 
bladder disturbance, a spastic colon, and remain 
unimproved. Alvarez analyzes such cases. How 
long since the patient has worked? Is his inactiv- 
ity due to the fact that he can’t face people or is he 
uncertain about himself? What about character 
changes? Sleep? Can the patient read? Alvarez 
thinks this is extremely important because the pa- 
tient who stops reading is likely to be having a 
character change. 

What about insanity in relatives? Cranks, drunk- 
ards, mental defects of any kind, epilepsy, border- 
line insanity—anything to give us a suggestion of 
a defective germ plasm? The gallbladder, intes- 
tines, or stomach may have been properly treated 
and the average patient, undér the self-same cir- 
cumstances, be well. Yet these people will go on 
complaining as if they were doomed. These defec- 
tives—only elicited on close study—are, according 
to Alvarez, bad surgical risks. The surgeon who 
operates on them is likely to regret it later; they 
may crack up. He quotes cases of patients consid- 
ered normal who shot the surgeons after having 
recovered from the operations. 

The fact that they were considered normal, until 
the operation was performed, is a strong argument 
in favor of the theory. To quote Alvarez: “Some 
of these nervous patients who give us so much 
trouble are physical weaklings, and some are mental 
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weaklings, but others are splendidly built and some 
are mentally brilliant and very able. Some of them 
have never been able to do a day’s work. Some 
have been frail all their lives. Some have severe 
headaches, eyestrain, and indigestion, and the 
women often have terrible menstrual storms. I 
don’t like to call these people constitutionally in- 
ferior, but I call them constitutional inadequates 
because I think that expresses the situation better. 
They are inadequate to stand up to the strain of 
life. These people constitute one of the menaces 
to civilization. . . . To-day, by the millions, they 
are coming under government care; modern sani- 
tation is keeping them alive. . .. Perhaps more than 
half of the. patients whom I see fall into this type. 
They constitute a tremendous financial problem for 
the physician because most of them have very little 
money. .. . These people go to pieces under any 
excitement and they suffer particularly with any 
break in the day’s routine.” 

It is not always easy, as he pointed out, to find 
the factors, but if this problem patient has insane 
relatives the lead should be explored. Even when 
you find gallstones or large tonsils or a fibromyoma 
of the uterus, these lesions cannot possibly explain 
the bad mental condition. An operation, not abso- 
lutely necessary, should be avoided. They may an- 
noy the surgeon as long as they live, or even crack 
up and do him harm. For discretionary reasons 
the surgeon should leave them alone unless sur- 
gical interference is unavoidable. 

Alvarez believes that we should protect the finan- 
cial resources of those handicapped ; a psychopathic 
wife can keep her husband in debt for years. 

These “speaking-of-operations” patients who 
have been through the surgical mill are probably 
patients “with insane relatives.” They may never 
be well. Each operation adds fuel to the mental 
fire—they may develop a surgery complex. It is 
wise to delve into their past; a suggestive family 
history may solve the problem. An operation, not 
absolutely necessary, may be costly in more than 
one way. 

A typical history, as given by Alvarez, is highly 
nervous parents, and one of them epileptic—an- 
other relative who complained of severe migraine. 
Father’s sister was “not all there”; great-grand- 
father drank himself to death. The offspring’s 
daughter highly intelligent, but neurotic. Some 
physician who diagnoses a nervous digestive ap- 
paratus as colitis throws her off completely. The 
actual trouble proved to be dissatisfaction with her 
husband. 

Alvarez admits that we can't do much for 
these people. They belong to mental hygienists, or 
psychiatrists, or neurologists—but in most cases 
we never could convince them of that. They have 
come to the wrong door and to mention a specialist 
only offends them. They consider themselves men- 
tally fit and physically ill. To be humane and treat 
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them kindly is about-alh-we-car do for them. 
—M. W. T. 


The Health of American Medical Journalism 


The mortality of our medical journals is not 
such as to call for the kind of protest that one 
hears directed against maternal mortality, for in 
spite of the hard times—perhaps because of them 
—few medical journals have died of late, and those 
few have been mostly of the sort that no one would 
lament. Such tenacity of life will doubtless sur- 
prise many who have entertained a contrary notion. 

Physicians write and read more when their pro- 
fessional activities are curtailed. It is also obvious 
that they have had much more time for gatherings 
of one sort or another. The scientific tone of our 
publications and of our meetings has gained notably 


despite the increased interest in economic and social , 


matters insofar as they bear on medicine. 

We have had occasion to observe that the jour- 
nals which are really trade organs behind a facade 
of ancient respectability are not enjoying good 
health, as gauged by their dwindling circulations. 
Poor quality is not now tolerated. 

It is an ill wind that blows nobody good. For 
those of our contemporary publications which have 
profited—prosit ! 


Another Assault (?) On Private Practice 


It is being suggested that the acceptance of a 
new principle in medicine is signalized by the mea- 
sure providing that physicians in workmen’s com- 
pensation cases shall henceforth be selected from 
panels furnished by the responsible medical so- 
cieties of the State. If the qualifications of physi- 
cians can be so fixed in one case, why not in all? 
One can now easily conceive of legislation aimed to 
repose in such medical societies the power of de- 
termining who shall and who shall not engage, let 
us say, in ophthalmic practice. But we think there 
is a fault in this‘reasoning. Workmen’s compensa- 
tion medical service is one phase of public, or civic, 
activity; washing out the impacted cerumen of a 
private patient on the part of the general practi- 
tioner is of another order. Unless we are to enter 
into great confusion a nice distinction should be 
maintained between the one thing and the other. 
This, however, is not to say that the specialties, or 
rather the specialists, should not be properly regu- 
lated. We insist that the general practitioner is 
regulated enough, if he is to survive at all. He is 
still, by and large, the most important and the most 
useful of practitioners. 


The City-Cursed Family 


Professor Harvey W. Zorbaugh, director of New 
York University’s clinic for the social adjustment 
of gifted children, points out that such children are 
usually members of small families, and the strong 
emotional ties that result make it more than nor- 
mally difficult for such children to adjust them- 
selves to the necessity for becoming independent of 
the family during adolescence. He describes the 
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tendency to small families in this country as a 
highly abnormal family pattern, which in Europe 
is found exclusively in large urban centers and then 
only as an almost pathological phenomenon. 

In an interview upon the occasion of his recent 
departure for England, J. B. S. Haldane, the noted 
physiologist and geneticist, remarked that three 
generations of city life finished most families. 

Increasing urbanization is a large factor in the 
falling birth rate which in time may become a great 
menace. 


Strange Vagary of a Privileged Celebrity 


In an interview in the World-Telegram of March 
9, 1935, our highly esteemed colleague, Dr. Robert 
T. Morris, beamed with a somewhat friendly eye 
on State Medicine. A paradoxical spectacle; be- 
lieve it or not. Under State Medicine there could 
be no more unique personages of the Robert T. 
Morris genre—something we cannot do without. 
Imagine Robert T. Morris as the Chief Surgeon of 
Hospital No. 1, New York City District, serving at 
the behest of the Director of NMS (National Med- 
ical Service), a politician of too familiar type. In 
his own person, Dr. Morris is a complete living 
refutation of the claims of State Medicine, a lousy 
“remedy” for present difficulties in America. 

What could have been in the head of our good 
friend when he beamed in rather friendly fashion 
on the aforesaid March 9? We give it up. But 
we are glad in a way that he furnished the answer 
at the same time that he posed the topic. Now let 
the episode go “off the record.” 


Bad Debt Prophylaxis at the Source 


We wonder whether the government will take 
cognizance of numerous suggestions to the effect 
that the Internal Revenue Department should per- 
mit income tax exemption for losses due to sick- 
ness; in other words for bills paid to doctors, hos- 
pitals and undertakers. As things stand, the victim 
of a sickness catastrophe is not permitted to deduct 
such losses, while those who have been paid by him 
pay a second time, which constitutes double taxa- 
tion. 

Perhaps if such exemption were permitted the 
doctors’ bills would be more surely and more cheer- 


fully paid. 


Fulfilment of a Prophecy 


Private practice has been reduced to its lowest 
terms. There are no more neurasthenics and even 
sebaceous cysts are seemingly not parted with as 
of yore. Unless an individual gets a fishbone stuck 
in his rectum he does not seek our services. It is 
as though some machine had replaced us—as 
though we were somehow included in the ranks of 
those suffering from “technological unemploy- 
ment.” Well, there is a machine; we ourselves have 
invented it; we have invented machinery whereby 
disease is prevented and now are not a little em- 
barrassed by our own astounding results. 

Our orators and writers used to declare, some- 
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what rhetorically, that medical men were great 
altruists, since they were engaged in a determined 
and utterly sincere attempt to destroy the means 
of their own livelihood. Some people did not take 
such declarations very seriously; they were re- 
garded by them as poetic utterances. 

We are experiencing a little difficulty now in ad- 
justing to the new set-up, and we are more rueful 
about it than the old idealists would have expected 
us to be. 


Execrable and Unfeeling Taste in Names 


Who are the inept, calloused and mawkish Vic- 
torians still in our midst who are responsible for 
the names of some of our institutions: home for 
incurables, sanatorium for incurables, home for 
consumptives, home for friendless women and chil- 
dren, bureau of charities, etc.? In this age and 
generation such names are as anachronistic as the 
“female” seminary of old, not to speak of the crass 
lack of the finer sensibilities implicit in their per- 
sistent use. Let us change the names over all the 
homes for the aged, infirm and indigent, if the 
institutions so labeled are to receive, in the twen- 
tieth century, support and respect. 





Miscellany 





Prayer for Physicians, by Maimonides* 


O God, Thou hast formed the body of man with 
infinite goodness; Thou hast united in him innum- 
erable forces incessantly at work like so many in- 
struments, so as to preserve in its entirety this beau- 
tiful house containing his immortal soul, and these 
forces act with all the order, concord, and harmony 
imaginable, But if weakness or violent passign dis- 
turb this harmony, these forces act against one an- 
other and the body returns to the dust whence it 
came. Thou sendest then to man Thy messengers, 
the diseases which announce the approach of danger, 
and bid him prepare to overcome them. The Eternal 
Providence has appointed me to watch o’er the life 
and health of Thy creatures. May the love of my 
art actuate me at all times, may neither avarice, nor 
miserliness, nor the thirst for glory or a great repu- 
tation engage my mind; for, enemies of truth and 
philanthropy, they could easily deceive me and 
make me forgetful of my lofty aim of doing good 
to Thy children. Endow me with strength of heart 
and mind, so that both may be ready to serve the 
rich and the poor, the good and the wicked, friend 
and enemy, and that I may never see in the patient 
anything else but a fellow creature in pain. 

If physicians more learned than I wish to counsel 
me, inspire me with confidence in and obedience to- 
ward the recognition of them, for the study of the 
science is great. It is not given to one alone to see 
all that others see. May I be moderate in every thing 
except in the knowledge of this science; so far as it 


*Born 1135, died 1204; see MEDI_AL BOOK NEWS in this issue 
for portrait and a classical paragraph from his writings. 
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is concerned, may I be insatiable; grant me the 
strength and opportunity always to correct what I 
have acquired, always to extend its domain; for 
knowledge is boundless and the spirit of man can 
also extend infinitely, daily to enrich itself with new 
acquirements. Today he can discover his errors of 


yesterday, and tomorrow he may obtain new light on 
what he thinks himself sure of today. 

O God, Thou hast appointed me to watch o’er the 
life and death of Thy creatures ; here am I ready for 
my vocation. 


ASSOCIATED PHYSICIANS 
OF LONG ISLAND 


Large Attendance and Unusual 
Enthusiasm at Annual Meeting 





The Associated Physicians of Long Island rounded out 
a successful year under the guidance of the president, Dr. 
Thomas B. Wood, with the annual meeting and clinical 
day in Brooklyn. Dr. Wood has kept the enthusiasm at a 
high pitch in the association and attendance at the spring 
meeting in the Crescent Athletic Club in Huntington and 
the Carnegie Institution in Cold Spring Harbor and the 
autumn meeting in the Wheatley Hills Golf Club in East 
Williston were climaxed at the annual meeting in Long 
Island College Hospital in Brooklyn, Saturday, one 
26, 1935. 

The clinical session was one of the finest which any 
Brooklyn hospital has provided for the association. Groups 
began to arrive at Long Island College Hospital at 10:30 
A.M., where they were greeted by the president, Dr. 
Thomas B. Wood. At 11 A.M., ward rounds were con- 
ducted in each department. In the department of medi- 
cine, Dr. Luther F. Warren showed ox cases; Dr. 
Tasker Howard cardiac cases; and Dr. R. Andresen 
gastro-intestinal cases. In the ce # surgery, Dr 
Emil Goetsch showed general surgical cases and Dr. S. 
Potter Bartley fracture cases. In obstetrics and gynecol- 
ogy, Dr. Alfred C. Beck conducted rounds and in pediatrics 
Dr. Carl H. Laws. 

A pathological conference at noon in the Hoagland Lab- 
oratory was presented by Dr. Jean Oliver and Dr. Luther 
Warren while operative procedures were demonstrated 
in the operating room of the hospital. The excellence of 
this program was universally appreciated by the members 
who took advantage of the opportunity to attend. 

At one o'clock, the members were guests of the hospital 
at lunch in the dining room of the hospital. For the 
excellence of this lunch the members of the association 
expressed their gratitude to the dietician and the hospital 
board whose generosity provided the lunch. 

The scientific session in the surgical amphitheater of the 
hospital consisted of short and intensely interesting papers 
by twelve members of the staff. The subjects which they 
covered included each special field of medicine, so that 
each member found something of interest. The program 
was as follows: 


Proper Methods and Results in 


Treatment of Anemias....... Dr. Eugene Marzullo 
Allergic Manifestations of the 
whee Dr. A. F. R. Andresen 


Vascular Accidents............. Dr. Robert F. Barber 
Diagnosis of Colon Carcinoma..Dr. Edward P. Dunn 
— Aspects of Thyroid Dis- 

Ee es Se Dr. Emil Goetsch 


Alecey ree Dr. Lewis Koch 
Naphthalene Poisoning in a 

EE Kaiwticn Semysancend Dr. Lambert Krahulik 
NEE PELE Poe Dr. Mervyn V. Armstrong 
Pruritis Vulvae, Causes and 

MNINOINE. Senna cdiccsccc ces Dr. Harvey B. Matthews 
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Pyogenic Infection of the Car- 


pu 


s Dr. J. C. Rushmore 
Fracture of the Neck of the 


Dr. Herbert C. Fett 
Sacro - iliac : 
Dr. J. B. L’Episcopo 


In the business meeting, the following new members 
were elected: Dr. William August Lange, Dr. Michael 
. Murphy, Dr. Clinton Bogardus, Dr. William B. Ebeling, 

r. Vincent Myers, Dr. Winfield Peterson, Dr. Eugene 
Wynn and Dr. Robert Sherman, all of Brooklyn; Dr. 
Daniel Porte of Jamaica, Dr. Hans Christensen and Dr. 
Thurston S. Welton of Brooklyn and Dr. Michele Raia 
of Brooklyn. 

Dr. Herbert C. Fett was elected to the office of president 
for the coming year. Dr. Fett has served two years as 
one of the vice-presidents and has shown a keen interest 
in the association. He promises to provide a year of sur- 
prises and asks that the members support him by attend- 
ing the meetings. He is planning tentatively to hold the 
spring outing in Bay Shore in order to make use of the 
clinical facilities of Southside Hospital. There will also 
be an opportunity for sailing or fishing enthusiasts to in- 
dulge in their avocation. 

The annual dinner brought out an additional group of 
members who had been unable to attend the afternoon 
sessions, totalling a very satisfactory turnout. The mem- 
bers assembled in the roof garden of the Hotel Granada 
for their dinner of usual fellowship and reunion. The 
success of this dinner is directly due to the untiring efforts 
of the indefatigable Dr. Charles Anderson. Those who 
attended were amply rewarded when Dr. Frank R. Oastler 
showed his famous colored travel pictures of the immense 
game preserve in Lake Michigan called Island Royal, and 
the close-up pictures of moose made the members who 
aspire to be hunters squirm in their seats. Many of the 
older members welcomed Dr. Oastler because his illus- 
trated talk was a return engagement, for he showed his 
pictures to the association many years ago when Dr. Sher- 
wood was president. The association is deeply grateful 
to him for coming to Brooklyn to entertain the members. 


Osteomyelitis of 


Reserve June 25th for Spring Meeting 


The Spring scientific session and outing will be held on 
Tuesday, June 25th. 

_The scientific session will be held at the Southside Hos- 
pital, Bay Shore, Long Island. 

The dinner will be held in the evening at the Timber 
Point Golf Club, Great River, Long Island. 

During the day there will be facilities for golf, tennis, 
fishing, boating and swimming. 

Keep this date, June 25th, for the usual A. P. L. I. 
good time. e 


Committees for 1935 


Scientific Committee: 
Chairman, E. Jefferson Browder, M. D., 9% Joralemon 

St., Brooklyn. 
George A. Sheehan, M. D., 109 8th Ave., Brooklyn. 
Frank N. Dealy, M. D., 89-04 148th St., Jamaica, L. I. 
— Scannell, M. D., 150-11 89th Ave., Jamaica, 


Carl A. Hettesheimer, M. D., Hempstead, L. I. 
Louis F. Garben, M. D., Islip, L. I. 

M. Newton Jasper, M. D., Rockville Center, L. I. 
W. H. Eller, M. D., Sayville, L. I. 

John B. Healy, M. D., Babylon, L. I. 


Membership Committee: 
Chairman, Edwin A. Griffin, M. D., 165 Hancock St., 
Brooklyn, N. Y. 

Orman C. Perkins, M. D., 829 Carroll St., Brooklyn. 
D. J. Magilligan, M. D., 135 Bergen St., Brooklyn. 
Herbert T. Wikle, M. D., 195 Hicks St., Brooklyn. 
Henry S. Acken, M. D., 632 2d St., Brooklyn. 
Joseph G. Terrence, M. D., 80 Rugby Road, Brooklyn. 
John H. Reb, M. D., 16 So. Portland Ave., Brooklyn. 
James H. Andrew, M. D., 163 Hancock St., Brooklyn. 
Joshua M. Van Cott, M. D., 160 Henry St., Brooklyn. 


Albert M. Judd, M. D., 36 Plaza St., Brooklyn. 
ety L. Irwin, M. D., 109-43 Farmers Ave., Hollis, 


Edward A. Flemming, M. D., 216 Greenway South, 
Forest Hills, L. L. 
i. Lally, M. D., 27 Verbena Ave., Floral Park, 


E. Van Brunt Vurgason, M. D., 38 N. Milburn Ave., 
Baldwin, L. I. 

Warren I. Titus, M. D., Glen Cove, L. 1. 

F. Raymond Surber, M. D., 94-17 218th St., Queens 
Village, L. I. 7 

Archie M. Baker, M. D. Lindenhurst, L. I. 

Charles C. Murphy, M. D., Amityville, L. IL 

Joseph G. Patiky, M. D., Huntington Station, L. I. 


Legal Committee: 
Chairman, William E. Butler, M. D., 44 Court St., 
Brooklyn. 


Historical Committee: 
Chairman, Donald E. McKenna, M. D., 80 Hanson Place, 


Brooklyn. 
William S. Hubbard, M. D., 1138 Bergen St., Brooklyn. 
Henry C. Courten, M. D., 94-27 118th St., Richmond 
Hill, L. 1. 
Benjamin Seaman, M. D., Hempstead, L. I. 
William B. Gibson, M. D., Huntington, L. I. 


Public Health Committee: 

Chairman, Arthur D. Jaques, M. D., Lynbrook, L. I 
Carl Boettiger, M. D., 3640 Bowne St., Flushing, L. I. 
Edwin P. Kolb, M. D., Holtsville, L. I. 

A. J. Davis, M. D., Farmingdale, L. I. 
Alfred E. Shipley, M. D., 665 St. Marks Ave., Brooklyn. 


Publication Committee: 
Chairman, Thurston S. Welton, M. D., 842 Union St., 
Brooklyn. 
William H. Ross, M. D., Brentwood, L. I. 
Arthur C. Martin, M. D., 131 Fulton Ave., Hempstead, 


a 
oshua M. Van Cott, M. D., 160 Henry St., Brooklyn. 
rancis G. Riley, M. D., 88-28 163d St., Jamaica, L. I. 


Editorial Committee: 
Chairman, Frank Overton, M. D., Patchogue, L. I. 
Alec N. Thomson, M. D., 1313 Bedford Ave., Brooklyn. 


Entertainment Committee: 
Chairman, Charles A. Anderson, M. D., 32 8th Ave., 
Brooklyn. 
Thomas B. Wood, M. D., 878 Park Place, Brooklyn. 
Harold R. Merwarth, M. D., 30 8th Ave., Brooklyn. 
Theodore L. Vosseler, M. D., 892 Park Place, Brooklyn. 
William B. Rosecrans, M. D., 222 St. Nicholas Ave., 
Brooklyn. 
Thurston S. Welton, M. D., 842 Union St., Brooklyn. 
Joseph I. Nevins, M. D., 253 Henry St. Brooklyn. 
Augustus Harris, M. D., 306 Park Place, Brooklyn. 
Donald E. McKenna, M. D., 80 Hanson Place, Brooklyn. 
H. W. Draffen, M. D., 88-15 164th St., Jamaica, L. I. 
N. O. Lundell, M. D., 604 Broadway, Far Rockaway, 
® 


I. 
W. H. Runcie, M. D., Freeport, L. I. 
D. 28 


John L. Sengstack, M. Main St., Huntington, 
ie a 

Albert M. Bell, M. D., Sea Cliff, L. 1. 

David L. MacDonell, M. D., Sayville, L. I. 

Wendell L. Hughes, M. D., Hempstead, L. I 

Richard Derby, M. D., Oyster Bay, L. | 


Diet in Gallbladder Disease 


Wohlrabe, (Minn. Med., 17 :578, 1934), gives a diet prin- 
cipally of carbohydrates in chronic cholecystitis, with fre- 
quent small feedings. Fats and greasy foods, especially 
those rich in cholesterol, should be greatly restricted. 


A Grand Old Woman 


Somebody discovered a grandmother down in Tennessee 
who actually had no advice to offer on how others could 
live to be 100 years old.—Flint Journal. 
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CLASSICAL PARAGRAPHS* 


If a person took as good care of himself as he does of his domestic animal, he would avoid 
many diseases. No one throws food to his animal without measure, but he feeds it in accord- 
ance with its needs; yet he himself consumes food without any measure or control. One should 
also take into consideration the moving around of domestic animals and the exercise they get 
lest they become stiff and perish. He, however, does not do that with himself and neglects ex- 
ercising his body, which is the greatest support of good health and a ward against many diseases. 


imonides: From the last work of this great medical authority of 


Maimo 

the Middle Ages, a treatise on personal hygiene and dietetics, published 
im 1198 and intend of Saladin, 
sultan of Egypt and Syria and defender of Acre against the Crusaders. 


ed to serve as @ regimen for the ailing son 


REVIEWS 


For the Diabetic Patient 

DIABETIC MANUAL FOR PATIENTS. By Henry J. John, M.D. 

Second Editi St. Louis, C. V. Mosby, 1934. 232 pages. 12mo. 

Cloth, $2.00. 

The author’s manual is a non-technical guide for the 
diabetic patient. The basic causes of diabetes are carefully, 
simply, and explicitly explained. Instruction and direc- 
tions for treatment are clearly given. The book is so 
written as to re-assure the patient in his illness and to 
make him confident of his own ability to care for his 
disease, and to lead a normal, active, and productive life. 

The main changes have been alteration in chapter con- 
tents, higher carbohydrate diets, a new chapter on “Sum- 
mer Camps for Diabetic Children” and one on “Marriage.” 
“Summer camps for diabetic children are an entirely new 
venture.” They sound a new note of optimism and re- 
— us that the juvenile diabetic is indeed a civic prob- 
em. 

The chapter on Marriage is excellent in that it is brief 
and to the point. It clearly brings out in its illustrations 
that Diabetes is transmitted as a Mendelian Recessive. A 
diabetic may marry, but he must choose “whom he mar- 
ries.” He may NOT marry a diabetic otherwise all of his 
offspring will inherit the disease. If he selects a mate 
with a diabetic taint one half of the progeny will be vic- 
tims. If an individual with a diabetic background mates 
with one with a similai heredity then one-fourth of the 
children may become diseased. To combat this hereditary 
he must marry an absolutely normal person without any 
diabetic geneology ! 

The graphic representation of the apportionment of 
carbohydrate, fats, and protein in various foods in color 
in the appendix is excellent and most instructive. 

Dr. John does not mince words about the present in- 
curability of diabetes mellitus. His fine manner of pre- 


*See MISCELLANY, in this issue, for Maimonides’ Prayer for 
Physicians. 
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senting the disease as a clean, chronic one with which the 
patient may live as well as the non-diabetic citizen, as 
long as he adheres to the prescribed treatment, is quite 
comforting. 
Instruction to the patient to read this manual should 
be part of the treatment outlined by the physician. 
S. Garson Sxio-Bopxw. 


Prof. Wiggers’ New Physiology 


PHYSIOLOGY IN HEALTH AND DISEASE. By Carl J. Wig- 
gers, M. D. Philadelphia, Lea & Febiger, [c. 1934). 1156 pages 
illustrated. 8vo. Cloth, $9.00. 

This book, avowedly “written primarily to meet the 
needs of medical students, clinicians and progressive prac- 
titioners of medicine” is an excellent work. Its author’s 
aim “to produce a text-book not merely useful during the 
curricular span allotted to the subject of physiology but 
one that may also be valuable in subsequent professional 
years” has surely been accomplished. tts seventy chap- 
ters, each of which focusses upon a single topic, are seri- 
ally so arranged under the book’s ten sectional divisions 
that their contents may be utilized, singly or collectively, 
in any chosen sequence by student and, or, teacher; thus 
rendering the book readily adaptable to any one of quite 
differently arranged courses of instruction in the subject 
To each chapter and to each of some chapter subdivisions a 
carefully compiled bibliographic list has been appended. 
These lists, supplemented by the foot-marginal page ref- 
erences and notes, greatly aid in the finding and following 
of desired trails through the maze of physiologic litera- 
ture; while the carefully arranged index and the numerous 
cross-references in the text greatly enhance the book’s 
value as a manual. Of the numerous illustrations, con 
sisting of graphs, diagrams, schemata, charts and photo- 
replica, a considerable number are original; and all are 
well chosen and so placed in relation to the pertinent text 
as to materially aid in the visualization of findings, in- 
ferences and generalizations, The plan and entire make-up 
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ot the book is so clearly in accord with a prevailing view 
concerning the place of physiology in the medical-school 
curriculum that it will be widely appreciated; and its 
author deserves hearty commendation for his painstaking 


thoroughness in its preparation. 
Joun C. CARDWELL. 


A Monograph On Cataract 


AND TREATMENT. By Clyde 


CATARACT ITS ETIOLOGY 
1934. 254 pages, 


A. Clapp, M.D. Philadelphia, Lea & Febiger, 
illustrated. 8vo. Cloth, $4.00. 

Before the German government made generally popu- 
lar what had been a practice limited to a certain group of 
our business men, there appeared from time to time, mono- 
graphs devoted to certain departments of ophthalmology. 
Among the first of these was one on Retro-bulbar Neuritis 
by Casey Wood that ran several numbers of the Ophthal- 
mic Record. Another very notable contribution was the 
“Toxic Ambiyopias” of de Schweinitz. These contribu- 
tions gathered up and arranged the accepted knowledge 
of that particular topic. Al! of this has changed and con- 
ditions now forbid the publication of many similar books. 
There is a lot of “back work” to be done to make up for 
this deficiency. Recently a few brave souls have been 
found among the publishers and the old firm of Lea & 
Febiger now give us Dr. Clapp’s book of 266 pages devoted 
to cataract. One might say that there was nothing new 
about cataract because the operation of to-day is but little 
changed from the original performed by Daviel in 1750. 
Again one might say that we do not know now more than 
we did fifty years ago about the cause of typical senile 
cataract. Nevertheless, a book of this type that presents 
the different ideas of technique, preparation, after care 
and diagnosis of a condition as important as cataract, 
cannot be other than most acceptable. We are paying par- 


ticular attention to the preparation of eye specialists and 
prescribe examinations and type of preliminary training 
for aspirants for the Certificate of the American Board 
of Ophthalmic Examinations and this has come to be a 
sine qua non for promotions in clinic and hospital service. 


Unless one is able to attend one of the very few and rather 
autocratic post-graduate courses open to ophthalmologists, 
there are few text books at hand to help the beginner 
gather the fundamentals and in this respect is the student 
hopelessly deficient unless his nose is literally rubbed into 
it. For this purpose, as well as providing a very excellent 
resume of present theory and practice for ophthalmologists 


generally, this book is cordially recommended. 
Racpu I. Lioyp. 


Knaus in English on Controlling Conception 


PERIODIC FERTILITY AND STERILITY IN WOMAN. A 
Natural Method of Birth Control. By Prof. Hermann Knaus. 
Vienna, Wilhelm Maudrich, 1934. 8vo, 162 pages, illustrated. 
Cloth, $6.50 post free. 

The reviewer of this volume also had the privilege of 
reviewing the original German text in the October issue 
of the Medical Times. This volume is an exact transla- 
tion into English from the German by D. H. Kitchen, a 
Barrister-at-law, and Kathleen Kitchen, M. Sc., both of 
London, England. The format, type, arrangement, illus- 
trations and excellent quality of book craftsmanship are 
the exact duplicate of the German original. 

The author sets out to prove that there is a definite 
period in which a woman is fertile, and that the same 
woman is absolutely sterile during the rest of the menstrual 
cycle. Such conjectures have been in the literature many 
years prior to the author, and prior to Ogino who did sim- 
ilar work at about the same time. But that such fertile 
period in woman occurs only at the time of ovulation, dur- 
ing the life of the ovum, and that the life of the human 
ovum and that of spermatozoa in the genital tract is only 
about 48 hours, is not only new but basically of the ut- 
most importance. 

The other fact of importance was to find the exact 
time of ovulation in woman ; and the author succeeds ad- 
mirably in doing so, by his comparative and experimental 
studies in animals, and by experimental and clinical stud- 
ies in the human. 

The chapter on, “The Biological Basis of Periodic Fer- 
tility,” is the foundation upon which the entire work rests. 
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It is divided into: A. The Ovum; B. The Spermatozoa; 
C. The Corpus Lutem, and D. The Time of Ovulation. 
This part of the book is most interestingly written and 
most convincingly proved. 

The work is well illustrated throughout with graphs, 
charts, illustrations and photomicrographs. The litera- 
ture and references are exhaustive. 

One can only say in reading and re-reading this little 
volume, that while here and there some authorities may take 
exception to some minor statement of fact or to some 
experimental proofs, that the work as a whole is basic 
in fact, exhaustive in scope and monumental in its con- 
tribution to the subject at hand. 

The immediate uses of the newly discovered facts, aside 
from the scientific angle, are manifold. Not only will 
these facts be used in the prevention or in the control of 
conception, but they will help many sterile couples where 
irregular or infrequent coitus at the “wrong time,” is the 
reason for the sterility. 

The knowledge of the exact time of ovulation is also 
of legal importance in determining paternity. 

For the practical every-day application of these newly- 
discovered facts, the author devised a menstruation cal- 
endar, a sample of which is appended to the book. On 
such a calendar the patient notes the date of each men- 
struation, the number of days, and the date of each coitus. 

The book is highly recommended to all those interested 
in the fundamental scientific facts concerning ovulation 
and its practical application in the control of conception. 

J. HAvperin. 


X-Rays and the Heart 


THE HEART VISIBLE. A Clinical Study in Cardiovascular 
Roentgenology in Health and Disease. By J. Polevski, M.D. 
8vo. 207 pages, illustrated. Philadelphia, F. A. Davis Co., 1934. 
Cloth, $5.00. 

Trained in the institute of Holzknecht of Vienna, the 
author brings to his study a knowledge of the Roentgen- 
ological aspects of the subject such as few clinicians pos- 
sess while his clinical experience is wider than that of most 
radiologists. This is a happy combination. The text is 
clear and beautifully illustrated with plates and diagrams 
Technique is not discussed. The study deals simply with 
what is seen in the fluoroscope, by the orthodiagraph, and 
on the film. The story is told systematically with per- 
haps some necessary repetition. But few authorities are 
quoted, though there is a considerable bibliography, two 
thirds German, appended. This makes for brevity and 
clarity. There is a refreshing spirit of moderation in the 
approach to the subject. No extravagant claims are made 
for the x-ray, and the reader is repeatedly reminded that 
all available data should be utilized in interpretation. 

TASKER Howarp. 


Gynecology 


DISEASES OF WOMEN BY TEN TEACHERS. Edited by 
Comyns Berkeley, M.D., et al. Fifth Edition. 8vo. 568 pages, 
illustrated. Baltimore, William Wood & Co., 1934. Cloth, $6.00. 
The fifth edition of this well known text book is very 

complete, although limitations of space makes sketchy 

treatment of many subjects necessary. The physiology of 
menstruation is well described. The chapter on “Chronic 

ill health in women from the psychological aspect” is ex- 

traordinarily good and well worth reading by anyone. 

The present day confusion arising from our failure to un- 

derstand the pathology of the symmetrically enlarged uterus 

is well discussed; chronic metritis, hypertrophy and chronic 
subinvolution are still poorly defined. The chapter on 
radio-therapy is weak in that the advanced American treat- 
ment of cancer of the cervix is not even mentioned. Purely 

a text book, it is a good one. 

Cuartes A. Gorpon. 


Dietetics 


THE PRACTICE OF DIETETICS. By L. Harry Newburgh, M.D. 
& Frances MacKinnon, A.B. New York, The Macmillan Co., 
1934. 8 mo. 263 pages. Cloth, $4.00. 

This book contains all the material necessary for the 
practice of dietetics. It is both didactic and practical. Dr. 
Newburgh writes as he practices; so direct, clear, and yet 
scientific that even the student or busy practitioner can 
understand. 
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The book is divided into three parts. ‘the frst is devoted 
to an up-to-the-minute discussion on the metabolic struc- 
ture of the human being and how the various foods meet 
its energy demand and other body requirements. The 
second part deals with the elements of nutrition and their 
sources. The last part goes into detail about the use of 
diet as a therapy, stressing the dietetic control of diabetes 
mellitus. It contains a special chapter by Dr. F. L. Lash- 
met on the newer concept of the treatment of renal dis- 
ease. This includes a simple explanation of the theory 
and practical utilization of water exchange. 

This book is of definite value in every practitioner's 
office routine. 

Morris ANT. 


Biology of Dye Stuffs 
BIOLOGISCHE UNTERSCHUNGEN UBER FARBSTOFFE. 

By Dr. Iwao Matsuo. Band 1. Kyoto, 1934. 4 vo, 494 pages. 

This is the first volume of a masterpiece, emanating 
from the II Medical Clinic of the Imperial University of 
Kyoto. There are 494 pages and numerous diagrams, for 
which Professor Matsuo and his pupils are responsible. 
The title, “Biological Researches on Dye-Stuffs” indicates 
clearly the nature of the work. Besides the Author’s 
Preface, the book has four divisions as follows: 

I. A condensed survey of the work. 

II. Physical Chemistry of The Dye-Stuffs. 

III. Pharmacology of the Dye-Stuffs. 

IV. Excretion of the Dye-Stuffs. 

Over three hundred varieties of dyes were investigated, 
and it took nine years to complete the work. The con- 
text, as is commonly the case with the Japanese scientists, 
is written in German. This is essentially a book for labor- 
atory use, but there are many things, both interesting and 

valuable for clinicians and surgeons. It will have a wide 
circulation and will come to be regarded as indispensable, 
especially as a reference work in the selection of stains 
for various reactions and for functional tests. It is un- 
doubtedly the most exhaustive consideration of the sub- 
ject ever published and must stand as a lasting monument 
to the technical skill and scientific attainment of the Japan- 


ese physicians. et Vax C 
J. M. Van Corr. 


A Laboratory Manual 


MANUAL OF CLINICAL 
Pauline S. Dimmitt, Ph.G. 8vo. 
delphia. F. A. Davis & Co., 1934. Cloth, 
This is a simply detailed and quite comprehensive little 

practical volume, usually selecting a single clinical labora- 
tory procedure for elaboration. In general the methods are 
standard and up-to-date. Outstanding are the- excellent 
colored plates and well selected illustrations culled from 
various text books. 

Worthy of mention are the inclusions of the Frei test, 
Eagle flocculation test, Schilling differential outline, and 
platelet count method. Omission of blood chemistry micro 
methods and carbon dioxide combining power of blood 
seems scarcely justified in an outline that provides for three 
compliment fixation tests and preparation of autogenous 
vaccine. Amebae appear slighted by confining the descrip- 
tion to their loss of motility when cold and an erroneous 
reference to a plate concerning tubercle bacilli. 

It is recommended for its special features to technicians 
and students although the reviewer feels that a few blank 
pages for notes appear necessary. 


LABORATORY METHODS. By 
156 pages, illustrated. Phila- 
$2.00. 


Irvine M. Dersy. 


Treatment By Diet 
TREATMENT BY DIE1. By Clifford J. Barborka, M.D. 8mo. 

615 pages, illustrated. Philadelphia, J. B. Lippincott Co., [c. 

1934]. Cloth, $5.00. 

The reviewer believes that this book will be of value to 
the general practitioner. 

The occasion, the need of the body for the different 
kinds of food, mineral salts, vitamins, carbohydrates, etc., 
are explained very briefly, then, the food contents of vari- 
ous kinds of foods by weighed quantities and by ordinary 
servings are explained. 

The bulk of the book is devoted to the use of diet for 
particular diseases and many menus are given, on one page, 
being the daily requirements, first grams, and etc., total 
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ities“of each individual item and then how this is 
divided into different food as served, and on the opposite 
page a day’s menu by meals. 

If the doctor feeding his patient has the book with him, 
he can readily give the patient what he needs. The chief 
criticism, if one were to offer it, would be that the con- 
nection between the food values and their division into 
food servings for the day is not made 100 clear. However, 
it is possible to make nothing absolutely automatic. This 
does make the problem of feeding in disease very much 
easier. 

The reviewer would recommend this book. 


Wa ter D. Lupium. 


A Study of Population Trends 
DYNAMIC OF POPULATION. Social and Biological Significance 
of Changing Birth Rates in the United States. By Frank 

Lorimer & Frederick Osborn. 8mo. 461 pages. New York, 

Macmillan Co., 1934. Cloth, $4.00. 

This book is divided into three parts, as follows: I. 
Population trends of American groups, with four subdi- 
visions; 2. Measurable characteristics of American groups, 
with four subdivisions; 3. The causes and control of popu- 
lation trends, with six subdivisions. There are fifty-four 
figures. 

The book is a monument of labor and thought, difficult 
for the average mind, not familiar with the technicalities 
of such investigations. It is essential for those who are 
seriously engaged in the study of social economics and 
the trend of social events, not only in America, but also 
in the world at large. The scope of the book involves 
vast knowledge of social, physical and biological data, 
based upon modern laboratory methods. It is a model 
for study and we are indebted to the authors for a valu- 
able and lasting contribution to the great problems of racial 


progress. 
J. M. Van Corr. 


An Excellent Surgery 
A TEXTBOOK OF SURGERY. 

By . Wayne Babcock, M.D. 

ielphaa. . we 

Cloth, $10.00. 

This second edition of Babcock’s textbook of surgery 
comprises 1,300 pages of descriptive and operative sur- 
gery, copiously illustrated and splendidly indexed. The 
purpose of the book is to provide primarily for the stu- 
dent, and incidentally for the practitioner, an authoritative 
handbook of reference. When compared with the first 
edition, we find that the author has enlarged much to the 
advantage of the text, at least eight or ten of the general 
subjects, such as anaesthetics, fractures, osteomyelitis, 
varicose veins, neuro-surgery, etc. 

Dr. Babcock has provided for the profession and for the 
student a book which is up-to-date in every respect and 
very easily readable. Although in this day and age edu- 
cational ideals do not permit of the deductive or didactic 
methods of instruction, nevertheless this textbook is so 
arranged as to be useful whether you belong to the old 
school or the new school. 

In summary we have no hesitancy in stating that this 
edition will be of constant value to both the student and 
the practitioner, and it gives us a real pleasure to recom- 
mend it to them with enthusiasm. 


For Students and 
Second Edition, 
1935. 


Physicians. 
revised. Phila 


Saunders Co., 1312 pages, illustrated. 4vo. 


Rosert F. BArser. 


Neurological Surgery 


THE TREATMENT OF INJURIES OF THE HEAD 
PINs By y (ores V. Reed, M.D. Indianapolis, C. E. 
Co., Inc. 1934]. 8vo. 96 pages, illustrated. 


AND 
Pauley 


ys illustrated 96 page treatise discussing the various 
types of injuries of the head and the spine. It is con- 
cluded that about 90% of all head injuries should be 
treated conservatively whereas about 10% require some 
form of surgical intervention. The methods of treatment* 
are presented in a rather conclusive manner, probably 
more so than the present knowledge of the subject war- 
rants. 

The second part of the treatise is devoted to a consider- 
ation of fractures of the spinal column with and without 
spinal cord damage. Such a statement as “every patient 
suffering from a spinal injury accompanied by paralysis 
should be subjected to a laminectomy as soon as he has 





recovered from shock,” we would not pass unchallenged. As 
is well known, there are many types of spinal cord in- 
jury that cannot be helped by surgery. 

It seems that the entire presentation are the conclusions 
drawn from one surgeon’s observations and can be best 
expressed by the author’s own words “a message from one 


cross-road surgeon to another.” 
JEFFERSON BrowDer. 


For Uniformity 
STANDARD CLASSIFIED NOMENCLATURE OF DISEASE, 

Compiled by The National Conference on Nomenclature of Dis- 

ease. Edited by H. B. Logie, M.D. [Znd edition]. New York, The 

Commonwealth Fund. 1935. 8vo. 870 pages. Cloth, $3.50. 

A revisicn of this standard nomenclature, sponsored by 
twenty-seven national societies, has just been completed by 
a large and distinguished committee. The importance of 
such an attempt to unify disease records is too well rec- 
ognized to need comment. An important book for hos- 
pitals, health departments, insurance companies, and their 


staffs. ; 
TASKER Howarp. 


Brief Comments on Obstetric Anesthesia 
ANAESTHESIA AND ANALGESIA IN LABOUR. By Kath- 
arine G. Lloyd-Williams, M.D. Baltimore, William Wood & Co., 

1934. 12mo. 96 pages, illustrated. Cloth, $2.00. 

A very small book containing only the briefest possible 
discussion of many methods of alleviating the pain of 
labor; not all are included. The dangers of intravenous 
medication are not stressed. In Caesarean section, spinal 
anesthesia is said to give “by far the most satisfactory re- 
sults from the obstetrician’s point of view.” It is not so 
here. The book is not much more than a tabulation, with 


a very short list of principal references. 
Cuar.es A. Gorpon. 


Endocrinology for the General Practitioner 


PRACTICAL ENDOCRINOLOGY. Symptoms and _ Treatment. 
By Max Goldzieher, M.D. New York. D. Appleton-Century Co. 


[c. 1935]. 8vo. 
Here is a very fair, rational readable presentation of a 


326 pages, illustrated. Coth, $5.00. 


subject that is causing so much interest (as well as con- 
fusion) not only to the physician but also to the lay 
reader. : 

The subject matter is very cleverly arranged according 
to the system chiefly affected, with discussion of effects 
of the various endocrinopathies on that system. 

The section on treatment provides a wealth of thera- 
peutic material (with the name of preparations known to 
be potent) which will safely guide the practitioner _ 
the shoals of spurious claims made by unethical drug 
houses which have done a great deal in the past to retard 
the progress of endocrinology. 

All of the material presented by Dr. Goldzieher will not 
be accepted by all of the endocrinologists but this is to be 
expected inasmuch as the subject is changing so rapidly 
and there are so many diversified opinions concerning any 
single phase of it. However, the author has done an ex- 
cellent job in selecting the middle ground. 

The only serious deficiency of the work, it seemed to the 
reviewer, was the failure to include the ample bibliography 
showing the original sources which readers might be in- 


terested in consulting. 
CuHaries G. WILLIAMSON. 


Plastic Surgery 


SCULPTURE IN THE LIVING. Rebuilding the Face and Form 
by Plastic Surgery. By Jacques W. Maliniak, M.D. New York. 
he Lancet Press, 1934. 8mo. 203 pages, illustrated. Cloth, $3.00. 


Sculpture in the Living is not a text-book. 

It contains many interesting references to Art, History, 
Literature, Anatomy, with some descriptive technique 
and several comments on the medico-legal aspects of this 
subject. 

It is too technical for the layman and too elementary 
for the specialist but it does point out the indications for 
corrective and reconstructive surgery, from many angles, 
namely, cosmetic, psychic, anatomic, economic and func- 
tional, stating quite definitely when plastic surgery is in- 
dicated and when it is not. 

It contains very forceful warnings against the “beauty 
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institutes,” “charlatans” and dubious medical practitioners ; 
also a loud cry against “flesh foods,” “tissue creams” and 
other preparations in the category of the “cosmetic racket.” 

Sculpture in the Living is easy to read and will probably 
help the layman or the general practitioner or both to 
avoid many of the pitfalls which beset the way of those 
afflicted with any of the handicaps amenable to correc- 
tion by good plastic surgery and put him on the right 
path to the selection of a competent and legitimate plas- 


tic surgeon. 
G. Frank SAMMISs. 


BOOKS RECEIVED 


_ Books received for review are acknowledged promptly 
in this column; we assume no other obligation in return 
for the courtesy of those sending us the same. In most 
cases, review notes will be promptly published shortly 
- acknowledginent of receipt has been made in this 
column. 


INTERNATIONAL CLINICS. Volume I, forty-fifth series, edited 
by Louis Hamman, M.D. Philadelphia, J. B. Lippincott Co., 
[c.1935]. 310 pages, illustrated. 8vo. Cloth, $3.00 


MODERN MOTHERHOOD. By Claude E. Heaton, M.D. New 

ork, Farrar & Rinehart, Inc., [c. 1935]. 271 pages. 12mo. 
Cloth, $2.00. 

WHAT YOU SHOULD KNOW ABOUT HEART DISEASE. 
By Harold E. B. Pardee, M.D. Philadelphia, Lea & Febiger, 
[c. 1935]. 127 pages, illustrated. 12 mo. Cloth, $1.50. 


FEMALE SEX PERVERSION. By Maurice Chideckel, M.D. New 
ork, Eugenics Publishing Company, [c. 1935]. 331 pages, illus- 
trated. 8vo. Cloth, $6.00. 


SAMUEL GRIDLEY HOWE. By Laura E. Richards. New York, 
. Appleton-Century Company, [c. 1935]. 283 pages, illustrated. 
8vo. Cloth, $2.50. 


SING SING DOCTOR. By 
Doubleday, Doran & Company, [c. 1935 
8vo. Cloth, $2.50. 

PHYSICAL DIAGNOSIS. By Warren P. Elmer, M.D., und W. 
D. Rose, M.D. Seventh edition. St. Louis, C. V. Mosby Com- 
pany, [c. 1935}. 919 pages, illustrated. 8vo. Cloth, $8.00. 


METHODS OF TREATMENT. By Logan Clendeni M.D. Fifth 
edition. St, Louis, C. V. Mosby Company, [c. 19341. 879 pages, 
illustrated. 8vo. Cloth, $10.00. 

PHYSIOLOGY IN MODERN MEDICINE. By J. J. R. Mac- 
Leod, M Seventh edition. St. Louis, C. V. Mosby Company, 
[c. 1935]. 1154 pages, illustrated. 8vo. Cloth, $8.50. 


POLIOMYELITIS. a John E. Landon, M.D., and Lawrence W. 
Smith, M.D. New York, The Macmillan Company, [c. 1934]. 
275 pages, illustrated. 8vo. Cloth, $3.00. 


HEALTH WORKBOOK. An_ Orientation Course in Personal, 
Racial, Home and Community Hygiene for College Freshmen. B 
Kathleen Wilkinson Wootten, mA. New York, A. S. Barnes & 
Co., 1934. 220 pages, illustrated. 4to. Paper, $1.50. 


BLOOD GROUPS AND BLOOD TRANSFUSION. By Alexan- 
der S. iener, .D.. Springfield, 111, Charles C. Thomas, [c. 
1935]. 220 pages, illustrated. 8vo. Cloth $4.00. 


THE NERVOUS PATIENT. By Charles P. Emerson, M.D. Phil- 
ogeiphis. J. B. Lippincott Company, [c. 1935]. 453 pages. 8 vo. 
Cloth, $4.00. 

MARTINI’S PRINCIPLES AND PRACTICE OF PHYSICAL 
DIAGNOSIS. By Robert F. Loeb, M.D. Philadelphia, 1; B. 
Lippincott Company, [c. 1935]. 213 pages, illustrated. i2mo. 
Cloth, $2.00. 

FIFTY YEARS A SURGEON. By Robert T. Morris, M.D. New 
core. 5 Bs Dutton & Co., Inc. [c. 1935]. 347 pages. 8vo. 

oth, 90. 


LIVING WITH THE WEATHER. By Clarence A. Mills, M.D. 
Cincinnati, The Caxton Press, [c. 1934]. 206 pages. 12mo. 


Cloth, $1.50. 
THROUGH THE PATIENT’S EYES: 


TORS, NURSES. By Sister John Gabriel, 
J. B. Lippincott Co., [c. 1935]. 264 pages. 


Amos O. Squire, M.D. New York, 
1. 296 pages, illustrated. 


HOSPITALS, DOC- 
R.N. Philadelphia. 
12mo. Cloth, $1.50. 


Mycotic Infections of the Maxillary Sinuses 


Stevenson, Arch. Otolaryngology, 20:340, 1934, reports 
seven cases of maxillary sinusitis in which fungus forms 
were found in the pus recovered from the sinuses. In one 
case the infection was associated with acute rheumatic 


manifestations. 


X-rays of the living brain are now being taken. 
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